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PURPOSE OF THE HCBS WAIVER PROGRAM 

The Medicaid Home and Community-Based Services (HCBS) waiver program is authorized in §1915(c) of the Social Security 
Act. The program permits a state to furnish an array of home and community-based services that assist Medicaid beneficiaries to 
live in the community and avoid institutionalization. The State has broad discretion to design its waiver program to address the 
needs of the waivers target population. Waiver services complement and/or supplement the services that are available to 
participants through the Medicaid State plan and other federal, state and local public programs as well as the supports that families 
and communities provide. 

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operational features of a waiver program 
will vary depending on the specific needs of the target population, the resources available to the state, service delivery system 
structure, state goals and objectives, and other factors. A State has the latitude to design a waiver program that is cost-effective 
and employs a variety of service delivery approaches, including participant direction of services. 

 

 

1. Request Information 
 

A. The State of New York requests approval for an amendment to the following Medicaid home and community-based 
services waiver approved under authority of §1915(c) of the Social Security Act. 

B. Program Title: 
NYS OPWDD Comprehensive Renewal Waiver 

C. Waiver Number: NY.0238 
Original Base Waiver Number: NY.0238. 

D. Amendment Number: 
E. Proposed Effective Date: (mm/dd/yy) 

Approved Effective Date:  
Approved Effective Date of Waiver being Amended: 10/01/19 

 
2. Purpose(s) of Amendment 

Application for a §1915(c) Home and Community- 
Based Services Waiver 

Request for an Amendment to a §1915(c) Home and Community-Based Services 
Waiver 

 10-01-2023 

This Waiver Amendment includes permanent adoption of certain provisions that were temporarily adopted to address 
the COVID-19 public health emergency. The amendment proposes to make permanent certain COVID-19 temporary 
actions.  1.  Family Education and Training (FET) services may be delivered via remote technology.  2. Intensive 
Behavioral Services (IBS) rates will remain at the higher rate approved during the pandemic. 3. Changes are made to 
the description of occupancy adjustments to continue the State’s ability to calculate occupancy adjustments for 
Residential Habilitation.  4. The rebasing of transportation costs for day services will be implemented 7/1/2024, thus 
allowing the State to resume the regular schedule of annual rebasing of to/from transportation costs for six-months 
after the end of the Appendix K coverage date. 5. Cost based rates will be rebased within a five-year period as opposed 
to the current four year timeframe. 6. Implementation of a 15% limit on reimbursement for agency administration will 
be effective on or after 10/1/23. This continues the current COVID-19 pandemic delay in this adjustment.  
 
Several changes are proposed to provide for more timely updates of all rates, fees and the Personal Resource 
Allocations (PRAs) used in the self-direction program.  All remaining fees and the PRA table are removed from this 
document and in place of these items a reference to NYSDOH Mental Hygiene Rate Setting web site is provided (For 
purposes of the public comment period the current fee table can be located on the OPWDD website at the following 
location:  Home and Community Based Services Waiver | Office for People With Developmental Disabilities).  
Without requiring a prior Waiver amendment, this change will allow the State to implement adjustments to incorporate 
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funding to reflect cost-of-living adjustment (COLA)s, compensation increases, or any other adjustments authorized 
pursuant to NYS law. For Individual Directed Goods & Services (IDGS), the table description of service limits is 
removed from the Waiver and replaced with a link to the Administrative Memorandum to allow a more responsive 
timeframe for updates. Additionally, changes are made to allow for the exclusion of one-time workforce bonus 
payment funding from provider operating costs. 
 
Based on lessons learned during COVID, this waiver amendment will implement a risk stratified methodology for 
conducting Division of Quality Improvement (DQI) on-site visits to certified sites.  Under the new methodology every 
residential and day habilitation site will have a complete site visit conducted on a routine basis.  Sites in good standing 
(with no deficiencies or limited deficiencies with approved corrective action plans) will be subject to either a truncated 
on-site review or a “remote” review (documentation review and possible webinar or phone/conference call follow up) 
on years that the complete visit is not conducted.  Truncated and remote reviews focus on site safety, fire safety, 
incident management and high-risk hospital discharge events. This schedule will allow DQI to focus more frequent, 
full on-site visits where there is lower compliance occurring.  Agencies that are designated as Early Alert agencies will 
receive more frequent DQI oversight until they are determined to be in full compliance and removed from the Early 
Alert designation. Any sites that are identified as ‘life safety code’ sites will continue to be subject to annual on-site 
visits to ensure people living at these sites continue to be supported adequately to evacuate in an emergency.   Life 
safety code sites are ones where the physical environment and/or the needs of residents will require additional time for 
an evacuation in case of an emergency.   
 
The proposed amendment includes modification of existing Assistive Technology-Adaptive Devices service language, to 
allow for a subset of service dedicated to Home-Enabling Supports for individuals who do not reside in a certified setting. 
Changes are also made to service limits for Assistive Technology, Vehicle Modifications and Environmental 
Modifications that will return to the practice of higher “hard caps” on these expenditures.  In the prior amendment there 
were lower limits with the opportunity to exceed those limits with additional control agency review.  The return to prior 
practice will provide more timely approvals with limits that will allow the vast majority of requests to be approved.  
Changes are also made to Vehicle Modifications to support more efficient implementation through direct provision by 
approved providers. Changes are also proposed to the Residential Habilitation and Respite service definitions to allow an 
exception for individuals who live in certified settings, who are above the age of 60 to participate in a Respite program 
targeting seniors, where services are taking place outside the residence.  Minor changes are made to the Access to Waiver 
section to reflect the inclusion in the highest need tier, individuals leaving certain institutions and residential schools.  No 
change is made regarding the Waiver Access for people who live at home whose caregivers cannot continue to support 
them.  Such people remain at the highest level of need for Waiver Access.  Finally, this amendment proposes elimination 
of current language related to timely completion of Consolidated Fiscal Reports (CFRs). OPWDD proposes to eliminate 
current language imposing a 50% rate reduction at the highest level of penalties for late submissions but will maintain 
other existing penalties.  
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3. Nature of the Amendment

A. Component(s) of the Approved Waiver Affected by the Amendment. This amendment affects the following 
component(s) of theapproved waiver. Revisions to the affectedsubsection(s) of these component(s) are beingsubmitted 
concurrently (check each that applies):

Component of the
Approved Waiver Subsection(s)

Waiver 
Application

Main

Appendix A 
Waiver 
Administration 
and Operation

Appendix B 
Participant 
Access and 
Eligibility

Appendix C 
Participant 
Services

Appendix D 
Participant 
Centered 
Service 
Planning and 
Delivery

Appendix E 
Participant 
Direction of 
Services

Appendix F 
Participant 
Rights

Appendix G 
Participant 
Safeguards

Appendix H

Appendix I 
Financial 
Accountability

Appendix J 
Cost-Neutrality 
Demonstration

B. Nature of the Amendment. Indicate thenatureof thechanges to thewaiver thatareproposed in the amendment (check 
each that applies):

Modify target group(s) 

Modify Medicaid eligibility 

Add/delete services

Revise service specifications 

Revise provider qualifications

Increase/decreasenumberof participants 

Revise cost neutrality demonstration
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Add participant-direction of services

Other
Specify:

Application for a §1915(c) Home and Community-Based Services Waiver

1. Request Information (1 of 3)

A. The State of New York requests approval for a Medicaid homeandcommunity-basedservices (HCBS) waiver under the 
authority of §1915(c) of the Social Security Act (the Act).

B. Program Title (optional - this title will be used to locate this waiver in the finder):

C. Type of Request: amendment

Requested ApprovalPeriod:(For new waivers requesting fiveyear approvalperiods, thewaiver must serve individuals 
who are dually eligible for Medicaid and Medicare.)

3 years 5 years

OriginalBase Waiver Number: NY.0238 
Waiver Number:NY.0238.R06
Draft ID:

D. Type of Waiver (select only one):

E. Proposed Effective Date of Waiver being Amended: 10/01/19 
Approved EffectiveDate of Waiver being Amended: 10/01/19

PRA Disclosure Statement

The purpose of this application is for states to request a Medicaid Section 1915(c) home and 
community-based services (HCBS) waiver. Section 1915(c) of the Social Security Act authorizes the 
Secretary of Health and Human Services to waive certain specific Medicaid statutory requirements so 
that a statemay voluntarily offer HCBS to state-specified targetgroup(s) of Medicaid beneficiaries who 
need a level of institutional care that is provided under the Medicaid state plan. Under the Privacy Act 
of 1974 any personally identifying information obtained will be kept private to the extent of the law.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection 
of information unless it displays a valid OMB control number. The valid OMB control number for this 
information collection is 0938-0449 (Expires: December 31, 2023). The time required to complete this 
information collection is estimated to average 160 hours per response for a new waiver application and 
75 hours per response for a renewal application, including the time to review instructions, search 
existing data resources, gather the data needed, and complete and review the information collection. If 
you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this 
form, please write to:CMS, 7500SecurityBoulevard, Attn:PRA Reports ClearanceOfficer, MailStop 
C4-26-05, Baltimore, Maryland 21244-1850.

The nature of this technical amendment is to permanently adopt certain provisions that were temporarily adopted to 
address the COVID-19 public health emergency and to modify existing Assistive Technology-Adaptive Devices service 
language, modification of existing Residential Habilitation and Respite service language, technical changes to allow for 
streamlining of quality oversight practices and technical modifications to existing rate setting methodologies and fiscal 
operations.

NYS OPWDD Comprehensive Renewal Waiver

Regular Waiver
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1. Request Information (2 of 3)

F. Level(s) of Care. This waiver is requested in order to providehome andcommunity-basedwaiver servicesto individuals 
who, but for the provision of such services, would require the following level(s) of care, the costs of which would be 
reimbursed under the approved Medicaid state plan (check each that applies):

Hospital
Select applicable level of care

Hospital as defined in 42 CFR §440.10
If applicable, specifywhether thestate additionally limits the waiver to subcategories of thehospital levelof 
care:

Inpatient psychiatricfacility for individuals age 21and under as provided in42CFR §440.160 

Nursing Facility
Select applicable level of care

Nursing Facility as defined in 42 CFR ??440.40 and 42 CFR ??440.155
If applicable, specifywhether thestate additionally limits the waiver to subcategories of thenursing facility level 
of care:

Institution for Mental Disease for persons with mental illnesses aged 65 and older as provided in 42 CFR
§440.140

Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) (as defined in 42 CFR
§440.150)
If applicable, specify whether the state additionally limits the waiver to subcategories of the ICF/IID level of care:

1. Request Information (3 of 3)

G. Concurrent Operation with Other Programs. This waiver operates concurrentlywith another program (or programs) 
approved under the following authorities
Select one:

Not applicable 
Applicable
Check the applicable authority or authorities:

Services furnished under the provisionsof §1915(a)(1)(a) of the Act and described in AppendixI 

Waiver(s) authorized under §1915(b) of the Act.
Specify the§1915(b) waiver programand indicate whether a §1915(b) waiver application has beensubmittedor 
previously approved:

Specify the §1915(b) authorities under which this program operates (check each that applies):

§1915(b)(1) (mandated enrollment to managed care)

§1915(b)(2) (central broker)

§1915(b)(3) (employ cost savings to furnish additional services)
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§1915(b)(4) (selective contracting/limit number of providers)

A program operated under §1932(a) of the Act.
Specify thenature of thestate planbenefit and indicate whether the state planamendment has been submittedor 
previously approved:

A program authorized under §1915(i) of the Act.

A programauthorized under §1915(j) of the Act. 

A program authorized under §1115 of the Act.
Specify the program:

H. Dual Eligibility for Medicaid and Medicare.
Check if applicable:

This waiver provides services for individuals who are eligible for both Medicare and Medicaid.

2. Brief Waiver Description
Brief Waiver Description. In one page or less, briefly describe the purpose of the waiver, including its goals, objectives, 
organizational structure (e.g., the roles of state, local and other entities), and service delivery [Grab your reader’s attention with 
a great quote from the document or use this space to emphasize a key point. To place this text box anywhere on the page, just 
drag it.]

Purpose, Goals, and Objectives

The New York State Office for People with Developmental Disabilities (NYS-OPWDD) HCBS Waiver
was initiated in 1991 creating a new service provision model that encouraged increased use of community
resources to meet the needs and enrich the lives of persons with developmental disabilities. The initial goal 
of the waiver was to serve more people with a wider range of community-based services that were more 
individualized and less expensive than institutional care. This goal continues to be a central focus of
OPWDD's waiver which today continues to provide the framework within which individualization and
"putting people first" have been put into practice.

Waiver participants, their families, the non-profit provider community and state authorities continue to
collaborate to create a person-centered service environment that is innovative and focused on 
community resources and self-direction principles.

OPWDD's customers have made it clear that they want a "life, not a program" and a real life is based on four 
primary person- centered outcomes that support OPWDD's mission of "helping people lead richer lives". An
important goal of OPWDD's HCBS waiver is to facilitate these outcomes for participants:

a) to live in the home of their choice;
b) to work or engage in activities that contribute to the community;
c) to have meaningful relationships; and
d) to have good health.

This OPWDD HCBS waiver amendment continues to build on this foundation to provide participants with 
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a life that offers person-centered and individualized alternatives and to enable people to lead more typical 
lives in their communities. The HCBS waiver amendment continues to offer more choice, control and 
community membership through currently approved waiver services and service modifications.  

 
Waiver Organizational Structure: 

 
OPWDD is the waiver’s operating agency and works with the New York State Department of Health 
(DOH), the single state Medicaid agency. As the single state Medicaid agency, DOH maintains oversight 
responsibility as expressly identified in a memorandum of understanding (MOU) between OPWDD and 
DOH described in Appendix A, Waiver Administration and Operation. OPWDD has a central office in 
Albany, and Regional Offices (formerly known as Developmental Disability Services Offices-DDSOs) 
which are geographically dispersed throughout New York State. OPWDD Regional Offices and State 
Operations Offices play a central role in the HCBS waiver. The OPWDD State Operations Offices provide 
direct waiver residential and day services where needed and OPWDD Regional Offices oversee and 
provide assistance to non-profit organizations that serve waiver enrollees in their geographic catchment 
areas. 

 
OPWDD is supported by almost 500 non-profit organizations. Non-profit organizations include: non-profit 
corporations formed under New York State Law or authorized to do business in New York, local 
government units, and organizations created by an act of the New York State Legislature for charitable 
purposes which include providing services to persons with developmental disabilities. 
Providers range from relatively small organizations that provide one or two services to large agencies that 
are authorized to provide every waiver service and support hundreds of people. 

 
Services are delivered in various ways in accordance with the needs of the waiver participants. 
Approximately 50 percent of waiver enrollees live in their own home or family home where they receive 
services that enable them to live as independently as possible and work or engage in meaningful activities in 
their communities. Many of the participants have intermittent waiver supports such as staff that come to their 
residence a few days or hours per week. Other participants have greater needs. They may have 24/7 staffing 
in a certified residence and use an intensive day service such as day habilitation five days per week. 
Wherever a person lives, works or interacts with the community, OPWDD uses the waiver with natural 
supports and community- based resources to allow the participant to be as independent, and when possible as 
self-directing, as he or she can possibly be. 
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3. Components of the Waiver Request

The waiver application consists of the following components. Note: Item 3-E must be completed.

A. Waiver Administration and Operation. Appendix A specifies the administrative and operational structure of thiswaiver
B. Participant Access and Eligibility. Appendix B specifies the targetgroup(s) of individuals who are served in this waiver, 

the number of participants that the state expects to serve during each year that the waiver is in effect, applicable Medicaid
eligibility and post-eligibility (if applicable) requirements, and procedures for the evaluation and reevaluation of level of 
care.

C. Participant Services. Appendix C specifies thehome andcommunity-basedwaiver servicesthatarefurnished through 
the waiver, including applicable limitations on such services.

D. Participant-Centered Service Planning and Delivery. AppendixD specifiesthe proceduresandmethods that the state 
uses to develop, implement and monitor the participant-centered service plan (of care).

E. Participant-Direction of Services. Whenthe state provides for participantdirectionof services, Appendix E specifiesthe 
participant direction opportunities that are offered in the waiver and the supports that are available to participants who 
direct their services. (Select one):

F. Participant Rights. AppendixF specifieshow thestate informs participants of their MedicaidFair Hearing rights and 
other procedures to address participant grievances and complaints.

G. Participant Safeguards. AppendixG describes the safeguards that the state has established toassure the healthand 
welfare of waiver participants in specified areas.

H. Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for this waiver.

I. FinancialAccountability. Appendix I describes the methods by which thestatemakes payments for waiver services, 
ensures the integrity of these payments, and complies with applicable federal requirements concerning payments and 
federal financial participation.

J. Cost-Neutrality Demonstration. Appendix J contains the state's demonstration that the waiver is cost-neutral.

4. Waiver(s) Requested

A. Comparability. The state requests a waiver of the requirements contained in §1902(a)(10)(B) of the Act in order to 
provide theservices specified in AppendixC thatare nototherwise available under theapproved Medicaid state plan to 
individuals who: (a) require the level(s) of care specified in Item 1.F and (b) meet the target group criteria specified in 
Appendix B.

B. Income and Resources for the MedicallyNeedy. Indicate whether the state requests a waiver of §1902(a)(10)(C)(i)(III)
of the Act in order to use institutional income and resource rules for the medically needy (select one):

Not Applicable 
No
Yes

C. Statewideness. Indicate whether the state requests a waiver of the statewideness requirements in §1902(a)(1) of the Act
(select one):

No 

Yes
If yes, specify the waiver of statewideness that is requested (check each that applies):

GeographicLimitation. A waiver of statewidenessis requested in order to furnish services under this waiver 
only to individuals who reside in the following geographic areas or political subdivisions of the state.
Specify theareas to which thiswaiverappliesand, as applicable, thephase-inschedule of the waiver by 
geographic area:

Yes. This waiver provides participant direction opportunities. Appendix E is required.
No. This waiver does not provide participant direction opportunities. Appendix E is not required.
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Limited Implementation of Participant-Direction. A waiver of statewideness is requested in order to make 
participant-direction of services as specified in Appendix E available only to individuals who reside in the 
following geographic areas or political subdivisions of the state. Participants who reside in these areas may elect 
to direct their services as provided by the state or receive comparable services through the service delivery 
methods that are in effect elsewhere in the state. 
Specify the areas of the state affected by this waiver and, as applicable, the phase-in schedule of the waiver by 
geographic area: 

 

 

5. Assurances 

In accordance with 42 CFR §441.302, the state provides the following assurances to CMS: 
 

A. Health & Welfare: The state assures that necessary safeguards have been taken to protect the health and welfare of 
persons receiving services under this waiver. These safeguards include: 

 

1. As specified in Appendix C, adequate standards for all types of providers that provide services under this waiver; 
 

2. Assurance that the standards of any state licensure or certification requirements specified in Appendix C are met 
for services or for individuals furnishing services that are provided under the waiver. The state assures that these 
requirements are met on the date that the services are furnished; and, 

 

3. Assurance that all facilities subject to §1616(e) of the Act where home and community-based waiver services are 
provided comply with the applicable state standards for board and care facilities as specified in Appendix C. 

 

B. Financial Accountability. The state assures financial accountability for funds expended for home and community-based 
services and maintains and makes available to the Department of Health and Human Services (including the Office of the 
Inspector General), the Comptroller General, or other designees, appropriate financial records documenting the cost of 
services provided under the waiver. Methods of financial accountability are specified in Appendix I. 

 

C. Evaluation of Need: The state assures that it provides for an initial evaluation (and periodic reevaluations, at least 
annually) of the need for a level of care specified for this waiver, when there is a  reasonable indication that an individual 
might need such services in the near future (one month or less) but for the receipt of home and community-based services 
under this waiver. The procedures for evaluation and reevaluation of level of care are specified in Appendix B. 

 

D. Choice of Alternatives: The state assures that when an individual is determined to be likely to require the level of care 
specified for this waiver and is in a target group specified in Appendix B, the individual (or, legal representative, if 
applicable) is: 

 

1. Informed of any feasible alternatives under the waiver; and, 
 

2. Given the choice of either institutional or home and community-based waiver services. Appendix B specifies the 
procedures that the state employs to ensure that individuals are informed of feasible alternatives under the waiver 
and given the choice of institutional or home and community-based waiver services. 

 

E. Average Per Capita Expenditures: The state assures that, for any year that the waiver is in effect, the average per capita 
expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would have been 
made under the Medicaid state plan for the level(s) of care specified for this waiver had the waiver not been granted. Cost- 
neutrality is demonstrated in Appendix J. 

 

F. Actual Total Expenditures: The state assures that the actual total expenditures for home and community-based waiver 
and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals under the waiver 
will not, in any year of the waiver period, exceed 100 percent of the amount that would be incurred in the absence of the 
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waiver by the state's Medicaid program for these individuals in the institutional setting(s) specified for this waiver. 
 

G. Institutionalization Absent Waiver: The state assures that, absent the waiver, individuals served in the waiver would 
receive the appropriate type of Medicaid-funded institutional care for the level of care specified for this waiver. 

 

H. Reporting: The state assures that annually it will provide CMS with information concerning the impact of the waiver on 
the type, amount and cost of services provided under the Medicaid state plan and on the health and welfare of waiver 
participants. This information will be consistent with a data collection plan designed by CMS. 

 

I. Habilitation Services. The state assures that prevocational, educational, or supported employment services, or a 
combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to the 
individual through a local educational agency under the Individuals with Disabilities Education Act (IDEA) or the 
Rehabilitation Act of 1973; and, (2) furnished as part of expanded habilitation services. 

 

J. Services for Individuals with Chronic Mental Illness. The state assures that federal financial participation (FFP) will 
not be claimed in expenditures for waiver services including, but not limited to, day treatment or partial hospitalization, 
psychosocial rehabilitation services, and clinic services provided as home and community-based services to individuals 
with chronic mental illnesses if these individuals, in the absence of a  waiver, would be placed in an IMD and are: (1) age 
22 to 64; (2) age 65 and older and the state has not included the optional Medicaid benefit cited in 42 CFR §440.140; or 
(3) age 21 and under and the state has not included the optional Medicaid benefit cited in 42 CFR § 440.160. 

 
6. Additional Requirements 

Note: Item 6-I must be completed. 
 

A. Service Plan. In accordance with 42 CFR §441.301(b)(1)(i), a  participant-centered service plan (of care) is developed for 
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the 
service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their projected 
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source, 
including state plan services) and informal supports that complement waiver services in meeting the needs of the 
participant. The service plan is subject to the approval of the Medicaid agency. Federal financial participation (FFP) is not 
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in 
the service plan. 

 

B. Inpatients. In accordance with 42 CFR §441.301(b)(1)(ii), waiver services are not furnished to individuals who are in- 
patients of a hospital, nursing facility or ICF/IID. 

 

C. Room and Board. In accordance with 42 CFR §441.310(a)(2), FFP is not claimed for the cost of room and board except 
when: (a) provided as part of respite services in a facility approved by the state that is not a private residence or (b) 
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the 
same household as the participant, as provided in Appendix I. 

 

D. Access to Services. The state does not limit or restrict participant access to waiver services except as provided in 
Appendix C. 

 

E. Free Choice of Provider. In accordance with 42 CFR §431.151, a participant may select any willing and qualified 
provider to furnish waiver services included in the service plan unless the state has received approval to limit the number 
of providers under the provisions of §1915(b) or another provision of the Act. 

 

F. FFP Limitation. In accordance with 42 CFR §433 Subpart D, FFP is not claimed for services when another third -party 
(e.g., another third party health insurer or other federal or state program) is legally liable and responsible for the provision 
and payment of the service. FFP also may not be claimed for services that are available without charge, or as free care to 
the community. Services will not be considered to be without charge, or free care, when (1) the provider establishes a fee 
schedule for each service available and (2) collects insurance information from all those served (Medicaid, and non- 
Medicaid), and bills other legally liable third party insurers. Alternatively, if a  provider certifies that a particular lega lly 
liable third party insurer does not pay for the service(s), the provider may not generate further bills for that insurer for that 
annual period. 

 

G. Fair Hearing: The state provides the opportunity to request a Fair Hearing under 42 CFR §431 Subpart E, to individuals: 
(a) who are not given the choice of home and community-based waiver services as an alternative to institutional level of 
care specified for this waiver; (b) who are denied the service(s) of their choice or the provider(s) of their choice; or (c) 



Draft Waiver Amendment 10-01-2023                                                                                                          Page 11 of 370 
 

3/27/2023 

whose services are denied, suspended, reduced or terminated. Appendix F specifies the state's procedures to provide 
 

individuals the opportunity to request a Fa ir Hearing, including providing notice of action as required in 42 CFR §431.210. 
 

H. Quality Improvement. The state operates a formal, comprehensive system to ensure that the waiver meets the assurances 
and other requirements contained in this application. Through an ongoing process of discovery, remediation and 
improvement, the state assures the health and welfare of participants by monitoring: (a) level of care determinations; (b) 
individual plans and services delivery; (c) provider qualifications; (d) participant health and welfare; (e) financial oversight 
and (f) administrative oversight of the waiver. The state further assures that all problems identified through its discovery 
processes are addressed in an appropriate and timely manner, consistent with the severity and nature of the problem. 
During the period that the waiver is in effect, the state will implement the Quality Improvement Strategy specified in 
Appendix H. 

 

I. Public Input. Describe how the state secures public input into the development of the waiv
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OPWDD is committed to ensuring that waiver participants, their families, the non-profit provider 
community and State authorities continue to collaborate to create a person-centered service 
environment that "helps people lead richer lives". Central to this collaboration is ensuring that 
public input is secured and factored into service design. As a result, OPWDD continuously engages 
in public outreach with persons receiving services, their families and other stakeholders to provide 
ample opportunity for these stakeholders to engage in meaningful dialogue regarding OPWDD's 
services. 

 
OPWDD has the following standing committees for stakeholder outreach on changes to the waiver: 
• The Commissioner's Developmental Disabilities Advisory Council (DDAC) established by New 
York Mental Hygiene Law 13.05 and comprised of self-advocates, family members, provider 
representatives, and other stakeholders; the Self-Advocacy Association of New York State; provider 
associations and provider councils; the Statewide Family Support Services Committee; the County 
and Local Mental Hygiene Directors. The DDAC, which began in this iteration in Spring of 2012, is 
a workgroup that meets quarterly and is designed to oversee and guide the development of the new 
waiver and assist OPWDD and its stakeholders define the system reforms the waiver will achieve. 
The DDAC has specific subcommittees that have responsibility for particular areas, including self-
direction and managed care implementation. 
• The Joint Advisory Council (JAC), effective in April 2013, is a quarterly workgroup that 
focuses on ensuring care improvement for individuals and their families with a thoughtful 
evaluation of a new path for receiving services. 

 
Additionally, information is available to the public through the following formats: 
• Guidance Documents regarding waiver services that are available on the website 
• Information Line (866-946-9733) is available 24/7 for inquiries, complaints, and general information. 
• People First News Newsletter which is also available on the website, is updated quarterly 
since July 2014 to share news, programs, events, and stories from the field to the OPWDD 
community. 
• Regular presentations by OPWDD Senior Management and Waiver Unit staff regarding 
changes to the waiver and service updates affected by the waiver changes to various stakeholders 
throughout the year. 

 
OPWDD published the full version of this draft Waiver Amendment application of the OPWDD 
Comprehensive Waiver on its website to comply with the formal 30-day public comment period 
prior to submission. The draft Waiver Amendment application is available at: 
https://opwdd.ny.gov/providers/home-and-community-based-services-waiver. NYS published public 
notice in the NYS Register regarding the availability of public comment on the draft Waiver 
Amendment from April 12, 2023, to May 12, 2023. The public notice also included a summary of the 
actions included in the draft Waiver Amendment application and location of where hard copies of the 
proposed Waiver Amendment can be accessed.  During the public comment period hard copies are 
available at all fourteen OPWDD Regional Office locations. A copy of the public notice is available 
on the New York State Department of State website at: State Register | Department of State (ny.gov).  
If you do not have Internet access, you can visit any county social services office to access the 
proposed changes online. 

 
OPWDD received questions on various HCBS Waiver topics from individuals and organizations. 
The majority of feedback was received on the following: 
• TBD 
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J. Notice to Tribal Governments. The state assures that it has notified in writing all federally-recognized Tribal 
Governments that maintain a primary office and/or majority population within the State of the State's intent to submit a 
Medicaid waiver request or renewal request to CMS at least 60 days before the anticipated submission date is provided by 
Presidential Executive Order 13175 of November 6, 2000. Evidence of the applicable notice is available through the 
Medicaid Agency. 

 

K. Limited English Proficient Persons. The state assures that it provides meaningful access to waiver services by Limited 
English Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121) 
and (b) Department of Health and Human Services "Guidance to Federal Financial Assistance Recipients Regarding Title 
VI Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons" (68 FR 47311 - 
August 8, 2003). Appendix B describes how the state assures meaningful access to waiver services by Limited English 
Proficient persons. 

  

Based upon the feedback received during the public input process, OPWDD updated the 
Amendment application to reflect that TBD. 

 
Other comments were submitted by stakeholders that were not related to the changes being sought in 
this amendment. Topics raised included: TBD. 
The other recommendations received regarding TBD could not be incorporated into the Amendment 
application as such requests require additional collaboration and public input between stakeholders and NYS.  
 
Following the public comment period, OPWDD will publish a questions and answers document to provide 
clarification on questions received available at: https://opwdd.ny.gov/providers/home-and-community-based-
services-waiver 
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7. Contact Person(s) 

 

A. The Medicaid agency representative with whom CMS should communicate regarding the waiver is: 

Last Name: 

 
First Name: 

 
Title: 

 
Agency: 

 
Address: 

 
Address 2: 

 
City: 

 
State: New York 

Zip: 

 
 

Phone: 

Ext: TTY 

Alotta 

Phil 

Health Program Administrator 2, Office of Health Insurance Programs 

NYS Department of Health 

99 Washington Avenue 

One Commerce Plaza, Suite 1208 

Albany 

12210 

(518) 486-7654 
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Fax: 

 
 

E-mail: 

 
 
 

B. If applicable, the state operating agency representative with whom CMS should communicate regarding the waiver is: 

Last Name: 

 
First Name: 

 
Title: 

 
Agency: 

 
Address: 

 
Address 2: 

 
City: 

 
State: New York 

Zip: 

 
 

Phone: 

Ext: TTY 
 

Fax: 

 
 

E-mail: 

 

8. Authorizing Signature 

This document, together with the attached revisions to the affected components of the waiver, constitutes the state's request to 
amend its approved waiver under §1915(c) of the Social Security Act. The state affirms that it will abide by all provisions of the 
waiver, including the provisions of this amendment when approved by CMS. The state further attests that it will continuously 
operate the waiver in accordance with the assurances specified in Section V and the additional requirements specified in Section 
VI of the approved waiver. The state certifies that additional proposed revisions to the waiver request will be submitted by the 
Medicaid agency in the form of additional waiver amendments. 

 

Signature: 
 
 

State Medicaid Director or Designee 
 

Submission Date: 
 

Note: The Signature and Submission Date fields will be automatically completed when the State 

(518) 473-1764 

phil.alotta@health.ny.gov 

Marlay 

Katherine 

Deputy Commissioner, Division of Policy and Program Development/People First Waiver 

Office for People with Developmental Disabilities (OPWDD) 

44 Holland Ave. 

Albany 

12229 

(518) 402-4325 

katherine.marlay@opwdd.ny.gov 

 

 

(518) 486-6466 
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Last Name: 

Medicaid Director submits the application. 

 
First Name: 

 
Title: 

 
Agency: 

 
Address: 

 
Address 2: 

 
City: 

 
State: New York 
Zip: 

 
 

Phone: 

Ext: TTY 
 

Fax: 

 
 

E-mail: 
Attachments 

Attachment #1: Transition Plan 
Check the box next to any of the following changes from the current approved waiver. Check all boxes that apply. 

Replacing an approved waiver with this waiver. 

Combining waivers. 

Splitting one waiver into two waivers. 

Eliminating a service. 

Adding or decreasing an individual cost limit pertaining to eligibility. 

Adding or decreasing limits to a service or a set of services, as specified in Appendix C. 

Reducing the unduplicated count of participants (Factor C). 
Adding new, or decreasing, a limitation on the number of participants served at any point in time. 

Making any changes that could result in some participants losing eligibility or being transferred to another waiver 
under 1915(c) or another Medicaid authority. 
Making any changes that could result in reduced services to participants. 

 
Specify the transition plan for the waiver: 

 

Attachment #2: Home and Community-Based Settings Waiver Transition Plan 

Bassiri 

Amir 

Medicaid Director 

NYSDOH Office of Health Insurance Programs 

99 Washington Ave 

Albany 

12210 

(518) 486-1346 

amir.bassiri@health.ny.gov 

(518) 474-3018 
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Specify thestate's process tobring this waiver intocompliance with federalhomeandcommunity-based (HCB) settings 
requirements at 42 CFR 441.301(c)(4)-(5), and associated CMS guidance.
Consult withCMSfor instructions before completing this item. This fielddescribes thestatus ofa transitionprocessat thepoint in 
time of submission. Relevant information in the planning phase will differ from information required to describe attainment o f 
milestones.
To the extent that the state has submitted a statewide HCB settings transition plan to CMS, the description in this field may 
reference that statewide plan. The narrative in this field must include enough information to demonstrate that this waiver
complieswith federalHCB settings requirements, including the complianceand transition requirementsat 42 CFR 441.301(c)(6), 
and that this submission is consistent with the portions of the statewide HCB settings transition plan that are germane to th is 
waiver. Quote or summarize germane portions of the statewide HCB settings transition plan as required.
Note thatAppendixC-5 HCB Settings describes settings thatdo not require transition; the settings listed there meet federal HCB 
setting requirements as of the date of submission. Do not duplicate that information here.
Update this field and Appendix C-5 when submitting a renewal or amendment to this waiver for other purposes. It is not
necessaryfor thestate toamend thewaiver solely for thepurposeof updating this fieldand Appendix C-5. At the endof thestate's 
HCB settings transition process for this waiver, when all waiver settings meet federal HCB setting requirements, enter 
"Completed" in this field, and include in Section C-5 the information on all HCB settings in the waiver.

Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):

Appendix A: Waiver Administration and Operation

1. State Line of Authority for WaiverOperation. Specify the stateline of authority for the operationof thewaiver (select 
one):

The waiver is operated by the state Medicaid agency.

Specify the Medicaid agency division/unit that has line authority for the operation of the waiver program (select one):

The Medical Assistance Unit.

Specify the unit name:

(Do not complete item A-2)
Another division/unit within the state Medicaid agency that is separate from the Medical Assistance Unit.

Specify thedivision/unit name. This includesadministrations/divisions under the umbrella agency thathas been 
identified as the Single State Medicaid Agency.

(Complete item A-2-a).
The waiver is operated by a separate agency of the state that is not a division/unit of the Medicaid agency.

Specify the division/unit name:

The State assures that this Waiver Amendment will be subject to any provisions or requirements included in the State's most 
recent and/or approvedHomeandCommunity-Based Settings StatewideTransitionPlan. TheStatewill implement anyCMS 
required changes by the end of the transition period as outlined in the Home and Community-Based Settings Statewide 
Transition Plan.

Not applicable.

New York State Office for People With Developmental Disabilities (OPWDD)
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In accordance with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the administration 
and supervision of the waiver and issues policies, rules and regulations related to the waiver. The interagency 
agreement or memorandum of understanding that sets forth the authority and arrangements for this policy is available 
through the Medicaid agency to CMS upon request. (Complete item A-2-b). 

 
Appendix A: Waiver Administration and Operation 

 

2. Oversight of Performance. 
 

a. Medicaid Director Oversight of Performance When the Waiver is Operated by another Division/Unit within 
the State Medicaid Agency. When the waiver is operated by another division/administration within the umbrella 
agency designated as the Single State Medicaid Agency. Specify (a) the functions performed by that 
division/administration (i.e., the Developmental Disabilities Administration within the Single State Medicaid 
Agency), (b) the document utilized to outline the roles and responsibilities related to waiver operation, and (c) the 
methods that are employed by the designated State Medicaid Director (in some instances, the head of umbrella 
agency) in the oversight of these activities: 
As indicated in section 1 of this appendix, the waiver is not operated by another division/unit within the 
State Medicaid agency. Thus this section does not need to be completed. 

 

b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the 
Medicaid agency, specify the functions that are expressly delegated through a memorandum of understanding 
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify the 
methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver 
operational and administrative functions in accordance with waiver requirements. Also specify the frequency of 
Medicaid agency assessment of operating agency performance: 
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The New York State (NYS) Department of Health (DOH) is the Single State Medicaid Agency (SMA) and as such has 
oversight for the supervision of the Medical Assistance Program under Title XIX of the Social Security Act. 
Appointed by Governor K. Hochul, Amir Bassiri is the Director of the Office of Health Insurance Programs (OHIP) 
and the State Medicaid Director. In this capacity he is the signatory for all 1915(c) HCBS Waiver programs for NYS, 
including the Office for People With Developmental Disabilities (OPWDD) HCBS Waiver. The State Medicaid 
Director has final authority for the oversight of all aspects of the MA program in NYS.  
 
In addition, DOH Administrative Directives and General Information System messages have been issued to provide 
ongoing guidance regarding the MA Program administration, including eligibility determination, system management 
provider reimbursement, monitoring, and corrective actions to LDSSs. DOH also issues the monthly newsletter, MA 
Update, to announce major policy changes and other important MA related information. The MA Update is available 
on the DOH website: http://www.health.ny.gov/health_care/medicaid/program/update/main.htm 
 
Administration and operation of the OPWDD HCBS Waiver is delegated to OPWDD through a Memorandum of 
Understanding (MOU) that states the respective roles and responsibilities of each agency. This interagency MOU is 
reviewed/revised as needed and available to CMS upon request. The current MOU was signed on 8/6/2013 and 
strengthens the Single State Medicaid Agency (SMA)'s oversight. 
 
DOH responsibilities include: 
-Submit all reports including the CMS 372 Annual Report and technical amendments to CMS; 
-Provide information and directives regarding MA policies and procedures concerning the waiver to the local 
departments of social services (LDSS); 
-Review applications of voluntary waiver service providers recommended by OPWDD. If qualified, issue Medicaid 
Provider numbers and enroll providers in Medicaid/eMedNY; 
-Maintain, upgrade, and monitor systems/processes for qualified providers to bill MA for authorized waiver services 
and design system edits to assure and accommodate appropriate coding/ billing practices; 
-Pay qualified providers of waiver services for those services authorized by OPWDD; 
-Assure financial accountability for funds expended for waiver services, provide for an independent fiscal audit of the 
waiver program, maintain and make available to CMS, the Office of the State Comptroller or other designees, the 
appropriate financial records documenting the cost of services provided under the waiver, including independent 
audits; 
-Oversee OPWDD's annual review of Life Plans (LPs) in accordance with the assurances set forth by CMS; perform 
annual fiscal review of a statistically valid sample of LPs according to established procedure; 
-Perform LP Inter-rater Reliability Review by selecting a subset of LPs to validate that the OPWDD review process 
was performed as required and that the CMS assurances have been met. 
 
OPWDD responsibilities include: 
•Timely determinations regarding applicant HCBS Waiver enrollment requests in accordance with its procedures; 
•Issuance of Notice of Decisions (NODs), on a form approved by DOH, to individuals whose enrollment has been 
approved, denied, suspended or terminated; and include notices of the right to a local conference with OPWDD and/or 
a fair hearing as required by State and Federal regulations; 
•Establish standards for providers of waiver services, approve these providers for participation in the waiver, issue 
operating certificates for approved waiver services and forward to DOH agency specific recommendations for MA 
provider agreements; 
•Determine payment levels for waiver services, as approved by the NYS Division of Budget; 
•Submit to DOH data and reports on a statistically valid sample of LPs for individuals enrolled in the HCBS Waiver; 
•Provide reports and updates to DOH as requested, i.e. established Critical Incident Management Notification Process.  
 
OPWDD maintains the successful day-to-day operation of the HCBS Waiver, while DOH, as the oversight agency, is 
responsible for evaluating OPWDD’s performance in accomplishing its operational and administrative functions. 
Multiple divisions within DOH, especially within OHIP, work together to maintain and to monitor the complex intra-
agency operating systems that support operation of the OPWDD HCBS Waiver, as described in Table A.7. These 
include: 
 
•Waiver Expenditures Managed Against Approved Levels/Waiver Enrollment Managed Against Approved Limits: 
DOH's Division of Administration, Fiscal Management Group (FMG) is primarily responsible for the fiscal 
accountability and integrity of payments for waiver services (See Appendix I). FMG monitors OPWDD's expenditures 
by querying data stored in systems maintained by the OHIP Division of Systems. eMedNY provides detailed breakouts 
of waiver expenditures by category of service, based on a claims date of payment and as such, payments are calculated 
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 and made on an ongoing basis through this system. FMG is responsible for the submission of quarterly expenditure 
projection reports to CMS, along with the submission of actual expenditure reports following the end of each fiscal 
quarter. In addition, FMG performs monthly tracking of OPWDD HCBS Waiver expenditures. Monthly and quarterly 
reports are a part of the public record and are accessible to OPWDD, Division of Budget and the LDSS or local 
department of social services (county government). 
Specific MA inquiries which are beyond the scope of prefabricated MARS reports are addressed via ad-hoc queries run 
against OHIP Data Mart and/or eMedNY Medicaid Data Warehouse. In the event fiscal inconsistencies or concerns are 
identified, FMG contacts OPWDD to clarify and resolve issues. Ultimately, the DOH’s aggregate reporting infrastructure 
is reviewed and audited by State, federal and independent auditors for accuracy and fiscal integrity.  
 
Participant Waiver Enrollment: OHIP Division of Eligibility and Marketplace Integration (formerly the Division of 
Coverage and Enrollment) serves as a liaison to the LDSS with respect to MA eligibility policies. The Division of 
Eligibility and Marketplace Integration responds to questions raised by LDSS in relation to MA applicants/recipients who 
are either seeking MA enrollment or are currently enrolled in the OPWDD HCBS Waiver. This division also monitors the 
specific coverage codes on file for MA enrolled Waiver participants that permit MA payment of Waiver services through 
periodic case record reviews of local districts’ Medicaid population. In cases where waiver services are not being paid due 
to lack of proper coding, this division communicates the need for corrective actions to the LDSS so that coding errors may 
be corrected. 
 
•Prior Authorization of Waiver Services/Utilization Management/Establishment of a Statewide Methodology: OHIP 
Division of Operations and Systems (DOS) DOH has a long established and well-defined process of review and oversight 
of changes to HCBS waiver services by OPWDD or similar stakeholders for considered implementation within the 
Medicaid Management Information System (MMIS) called eMedNY. This process, which leverages industry-standard 
Software Development Life Cycle (SDLC) methodologies, is known as the Evolution Project (EP) process. Before 
becoming an EP, a change request is first carefully reviewed by DOH policy staff in conjunction with other appropriate 
DOH staff (i.e. relevant program and fiscal areas). After the preliminary review and approval has been completed and a 
prioritization ranking assigned, a communique is transmitted by DOS to the State’s Fiscal Agent requesting that an EP be 
initiated. This initiation process includes the development of a Functional Requirements Document (FRD) in 
collaboration with applicable stakeholders, subsequently followed by a Project Design Document (PDD). Extensive 
design, testing, and revision continue until it is demonstrated that the programmatic and edit logic achieves the desired 
functionality. . The OHIP DOS includes the MMIS, Medicaid Data Warehouse, New York State of Health (NYSoH) 
Benefit Exchange and the Welfare Management System (WMS) (managed by the NYS Office of Information Technology 
Systems (ITS)) which coordinates the continued system support to effect the necessary system changes to insure that 
eligible individuals are receiving the correct services and that the appropriate Medicaid providers bill correctly for the 
correct Medicaid services. The MMIS handles the computer process for the Medicaid billing aspects of the Waiver and 
the Health Benefit Exchange and WMS maintains the MA recipient eligibility system. One component of the system is 
the WMS Restriction/Exception (R/E) subsystem which restricts client abusers and supports system exceptions. (One of 
its main functions is to develop, test, and implement the necessary system programming via specifications or edit 
restrictions to ensure that eligible OPWDD HCBS Waiver recipients receive appropriate services from a qualified 
Medicaid provider). 
 
•Qualified Provider Enrollment/Execution of Medicaid Provider Agreements/Numbers: Division of Health Plan 
Contracting and Oversight Bureau of Provider Enrollment (BPE) - OPWDD establishes standards for providers of waiver 
services and recommends Medicaid provider agreements that allow participation in the waiver program. 
Applications are mailed to DOH and uploaded into the eMedNY. Provider applications for NY Medicaid can be found at 
www.eMedNY.org . All providers, owners, board members, and employees with a control interest are initially screened 
using the following databases: eMedNY Sanction, NYS Office of the Medicaid Inspector 
General (OMIG), US Health and Human Services - Office of the Inspector General, and System For Award Management 
(SAM). Using Lexis Nexis, the providers are also screened in areas such as bankruptcies, liens/judgements, medical 
licenses, affiliations, sanctions, criminal activities and sex offender status. BPE staff review the provider application for  
completeness and, if all requirements are met, enrolls the provider. A letter is sent to the provider with its 8-digit provider 
identification number. 
The Division of Finance and Rate Setting add rates which are approved by the Division of Budget and activate or 
terminate provider numbers based on provider specific review findings and interacts with the waiver provider community 
concerning file discrepancies. Billing and reimbursement issues are handled by eMedNY. 
 
Rules, Policies, Procedures, and Information Development Governing the Waiver Program: DOH reviews MA regulatory 
and operational functions for the OPWDD HCBS waiver in consultation with other DOH Divisions including the Division 
of Legal Affairs as needed. 
 
•Quality Assurance and Quality Improvement Activities/Review of Participant Service Plans/Level of Care Evaluations: 
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Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specifywhether contractedentities perform waiver operationalandadministrativefunctions 
on behalf of the Medicaid agency and/or the operating agency (if applicable) (select one):

Yes. Contracted entities performwaiveroperationaland administrativefunctions on behalf of the Medicaid 
agency and/or operating agency (if applicable).
Specify thetypes of contractedentities andbrieflydescribe thefunctions that they perform. Complete Items A-5 and 
A-6.:

No. Contracted entities do not perform waiver operational and administrative functions on behalf of the 
Medicaid agency and/or the operating agency (if applicable).

Appendix A: Waiver Administration and Operation

4. Role of Local/RegionalNon-State Entities. Indicate whether localor regionalnon-stateentities perform waiver 
operational and administrative functions and, if so, specify the type of entity (Select One):

Not applicable
Applicable - Local/regionalnon-stateagencies perform waiver operationalandadministrativefunctions. 
Check each that applies:

Local/Regional non-state public agencies perform waiver operationalandadministrative functions at thelocal 
or regional level. There is an interagency agreement or memorandum of understanding between the State 
and these agencies that sets forth responsibilities and performance requirements for these agencies that is 
available through the Medicaid agency.

Specify the nature of these agencies and complete items A-5 and A-6:

OHIP Division of Program Development and Management (DPDM), Waiver Management Unit (WMU) serves as the 
clearinghouse for many of OPWDD HCBS Waiver activities involving MA. The WMU coordinates all Waiver 
oversight functions, including the development and update of MA policies that impact the Waiver; oversight of the 
annual LP Review of a statistically valid sample generated by DOH and conducted by OPWDD; completion of the LP 
Inter Rater Reliability Review, limited LP fiscal review, and targeted LP reviews as required; submission of the annual 
CMS 372 reports; monitoring of potential computer system changes through the Evolution Project Process.

Continued in App A-QIS a.ii below
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Local/Regional non-governmental non-state entities conduct waiver operational and administrative functions 
at the local or regional level. There is a contract between the Medicaid agency and/or the operating agency 
(when authorized by the Medicaid agency) and each local/regional non-state entity that sets forth the 
responsibilities and performance requirements of the local/regional entity. The contract(s) under which private 
entities conduct waiver operational functions areavailable to CMS uponrequest through theMedicaid agencyor 
the operating agency (if applicable).

Specify the nature of these entities and complete items A-5 and A-6:

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or Local/Regional Non-State Entities. Specify the 
state agency or agencies responsible for assessing the performanceof contractedand/or local/regionalnon-state entities in 
conducting waiver operational and administrative functions:

Appendix A: Waiver Administration and Operation

6. Assessment Methods and Frequency. Describe themethods thatareused to assessthe performance of contractedand/or 
local/regional non-state entities to ensure that they perform assigned waiver operational and administrative functions in 
accordance with waiver requirements. Also specify how frequently the performance of contracted and/or local/regional 
non-state entities is assessed:

Appendix A: Waiver Administration and Operation

7. Distribution of Waiver Operationaland AdministrativeFunctions. In thefollowing table, specify theentityor entities 
that have responsibility for conducting each of the waiver operational and administrative functions listed (check each that 
applies):
In accordance with 42 CFR §431.10, when the Medicaid agency does not directly conduct a function, it supervises the 
performanceof the functionandestablishesand/or approves policies that affect thefunction. All functionsnotperformed 
directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency. Note: More than 
one box may be checked per item. Ensure that Medicaid is checked when the Single State Medicaid Agency (1) conducts 
the functiondirectly; (2) supervises thedelegated function; and/or (3) establishes and/or approves policies related to the 
function.

Function Medicaid
Agency

Other State Operating
Agency

Participant waiver enrollment

Waiver enrollment managed against approved limits

Waiver expenditures managed against approved levels

Level of care evaluation

Review of Participant service plans
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Function Medicaid
Agency

Other State Operating
Agency

Prior authorization of waiver services

Utilization management

Qualified provider enrollment

Execution of Medicaid provider agreements

Establishment of a statewide rate methodology

Rules, policies, procedures and information development governing the waiver
program

Quality assurance and quality improvement activities

Appendix A: Waiver Administration and Operation
Quality Improvement: Administrative Authority of the Single State Medicaid 
Agency

As a distinct componentof theStates quality improvementstrategy, provide information in the following fields to detail the States 
methods for discovery and remediation.

a. Methods for Discovery: Administrative Authority
The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver 
programby exercising oversightof the performanceof waiver functions by other stateand local/regionalnon-state 
agencies (if appropriate) and contracted entities.

i. Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance, complete 
the following. Performance measuresfor administrativeauthorityshouldnot duplicate measuresfound in other 
appendices of the waiver application. As necessary and applicable, performance measures should focus on:

■ Uniformity of development/execution of provider agreements throughoutallgeographic areascoveredby 
the waiver

■ Equitable distribution of waiver openings in all geographic areas covered by the waiver
■ Compliancewith HCBsettings requirements andother new regulatory components (for waiver actions 

submitted on or after March 17, 2014)

Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze
and assess progress toward theperformance measure. In this sectionprovideinformation on the method bywhich
each source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions
drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
A.i.1:Number and percent of required/Life Plans(LPs) reviewed by OPWDD for the annual 
DOH LP Review.(Percent = Number of LPs reviewed by OPWDD from the statistically 
valid random sample provided by DOH for annual review /Total number of the statistically
valid random sample of OPWDD LPs provided by DOH.)

Data Source (Select one):
Record reviews, off-site
If 'Other' is selected, specify:
DOH LP Review Sample
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Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check each 
that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% Review

Sub-State Entity Quarterly Representative Sample
Confidence Interval =

95% and margin of 
error +/-5%

Other
Specify:

Annually Stratified
Describe Group:

Continuously
and Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually
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Responsible Party for dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

Continuously and Ongoing

Other
Specify:

Performance Measure:
A.i.2: The number and percentage of Critical Significant Events (CSEs) reported to DOH 
as per agreed process where appropriate corrective actions/safeguards were taken by the 
provider as verifiedby OPWDD. (Percent =number of CSEs reported to DOH by OPWDD 
where appropriate action was taken by providers as verified by OPWDD/Total number of 
CSEs reported to DOH by OPWDD).

Data Source (Select one):
Other
If 'Other' is selected, specify:
IRMA and DQI Survey

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
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Specify:

Data Aggregation and Analysis:
Responsible Party for dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
A.i.3: Number and percent of LPs reviewed by OPWDD DQI that were validated by the 
DOH Inter rater reliability review (IRR= 10% of the statistically valid random sample 
DOH provided to OPWDD).(Percent = number of LPs reviewed during the DOH IRR 
annual review/Totalnumberof LPs requested/received by DOH from OPWDD forthe 
annual IRR review).

Data Source (Select one):
Record reviews, off-site
If 'Other' is selected, specify:
DOH LP IRR Review Sample

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative
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Sample
Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:
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Performance Measure
A.i. 4: Number and percent of caseswith deficiencies identified in the DOH LPs review that
were remediated by OPWDD. (Percent =number of cases with deficienciesremediated as 
verified by OPWDD/Total number of cases with deficiencies identified during OPWDD 
DQI review of the statistically valid random sample provided from DOH).

Data Source (Select one):
Record reviews, off-site
If 'Other' is selected, specify:
DOH LP Review Sample

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% Review

Sub-State Entity Quarterly Representative Sample
Confidence Interval 
=

95% andmargin of 
error +/-5%

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly
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Responsible Party for dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
A.i. 5: # and % of cases with discrepanciesidentified duringDOH LP Fiscalreview that 
were remediated by OPWDD within 12 months of the end of the waiver year (9/30). (%: #
of cases with fiscal discrepancies found during DOH fiscal review that were remediated as 
verified by OPWDD/Total # of caseswhere fiscal discrepancies were found duringthe DOH 
fiscal review.)

Data Source (Select one):
Record reviews, off-site
If 'Other' is selected, specify:
DOH LP Review Sample

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

     95% and +/- 5% 
    margin of error.

Other
Specify:

Annually Stratified
Describe Group:
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Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
A.i.6 Number and percent of potential waiver providers who were recommended by 
OPWDD for enrollment in NYS Medicaid that are subsequently enrolled in the Medicaid 
Program.(Percent = number of new HCBS waiver providers enrolled in the Medicaid 
programthat were recommended by OPWDD forenrollment/Total number of new HCBS 
waiver providers that were recommended for enrollment into Medicaid by OPWDD).

Data Source (Select one):
Providerperformancemonitoring 
If 'Other' is selected, specify:

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):
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State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
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Responsible Party for dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

Specify:

Performance Measure:
A.i.7 Number and percent of OPWDD waiver providers on Early Alert where decision to 
sanction and/or, terminate was implemented timely by OPWDD.(Percent= # of OPWDD 
waiver providers where the decision to sanction/terminatewas implemented timely& DOH 
was notified/Total # of OPWDD waiver providers that were sanctioned/terminated by 
OPWDD).

Data Source (Select one):
On-site observations, interviews, monitoring
If 'Other' is selected, specify:

Responsible Party for data 
collection/generation(check 
each that applies):

Frequency of data 
collection/generation(check 
each that applies):

Sampling Approach(check 
each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:
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Data Aggregation and Analysis:
Responsible Party for dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

ii. If applicable, in the textboxbelow provide anynecessary additional information on thestrategies employedby the 
State to discover/identify problems/issues within the waiver program, including frequencyandparties responsible.
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Continued from 2. b. above 
 

In cooperation with CMS and OPWDD, the WMU continues to improve its collection of relevant quality 
assurance data and comprehensive trend analyses. Additionally, the WMU uses the Medicaid Update when 
required to communicate critical MA policy and coverage information to all MA providers. This document is 
published monthly on the DOH website. 

 
Finally, the WMU shares all HCBS Waiver oversight activities and quality improvement strategies with the State 
Medicaid Director. 
******************** 
Measures based on the DQI Person Centered Review (PCR) and DQI survey sample are derived from a two-part 
sampling approach, which culminates in a total sample of approximately 1500 people receiving waiver services: 
1. The first part of the sample is generated by OPWDD and is designed to cover people receiving waiver services 
from each agency, since quality is assessed at both the individual and provider agency level. The sample is also 
designed to sample all HCBS waiver service types delivered to individuals statewide. A total of approximately 
1100 people are included in the pull ensuring full coverage of the state. 

 
2. The second part of the sample is generated by DOH and is a sample of 400 individuals. The sample size is 
generated by RAOSOFT and ensures that the sample will meet a  95% confidence level with a margin of error of 
+/- 5%. 

 
The total count included in the PCR sample is then 1500, which includes a sample of individuals by provider 
agency (1100) and sample of individuals (400). 

 
For the IRR Review, annually, DOH selects & reviews a subset of LPs from the corresponding larger, annual DOH 
LP sample. The IRR sample is representative of the entire population. 

 
As part of its oversight responsibility, DOH provides assurances to CMS as outlined in the HCBS Waiver 
agreement. At a minimum, the monitoring responsibilities and activities include verifying that:  
- Necessary safeguards have been taken to assure the health and welfare of waiver participants; 
-Evaluations and periodic re- evaluations of individual waiver service plans have been provided as needed and 
required; 
-Choice of HCBS Waiver or institutional care has been offered to all waiver participants; 
-A formal quality assurance system is provided and accurately reflects the waiver status of individuals and 
providers; - Average per capita expenditures have been appropriately recorded and billed as waiver services and 
do not exceed the amount that would have been incurred without the waiver; 
-Annual waiver reports and technical amendment(s), where applicable, are submitted to CMS with information 
about program costs and services. Oversight discovery activities include the following: 

 
1. DOH oversight of OPWDD's annual review of a statistically valid sample of Life Plans: The annual review 
of a statistically valid, representative sample of Life Plans, selected by DOH, is conducted by OPWDD DQI. 
DOH oversight activities will ensure that OPWDD is correctly using the agreed upon review tool and that 
OPWDD DQI surveyor Life Plan reviews are accurate, complete, and executed as per the agreed upon process. 
OPWDD tracks individual deficiencies identified in this Life Plan review, monitors both individual and systemic 
remediation activities related to these deficiencies, and reports these findings to DOH semi-annually at the 
Interagency Quarterly Meetings and more frequently as requested by DOH. DOH will continue to select a 
statistically valid representative sample annually of individuals enrolled in the HCBS waiver using established 
Raosoft formula. The selected sample will be forwarded to OPWDD DQI at the beginning of the waiver year. DQI 
will complete the review, using the established review tool and timeline agreed upon by both agencies. OPWDD 
DQI will summarize: 1. the LP Review results, 2.OPWDD Performance metrics related to the Life Plan review 
and 3. Identified trends observed by each assurance category. (See Appendix D 2 a&b). 
2. Annual DOH Life Plan Medicaid Claims review (Fiscal review) of waiver services documented in the Life 
Plan: DOH will continue to perform the Medicaid billing validation review for a subset of the DOH statistically 
valid sample. Deficiencies identified by DOH will be monitored to assure that appropriate remediation is 
completed by OPWDD within an established time frame. 
3. Annual DOH Life Plan inter rater reliability (IRR) review: DOH will annually select a percentage of 
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b. Methods for Remediation/Fixing Individual Problems 
i. Describe the States method for addressing individual problems as they are discovered. Include information 

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on 
the methods used by the state to document these items. 

Life Plans from the larger DOH statistically valid sample to conduct the IRR review. Life Plans in the IRR will be 
reviewed independently by both DOH and OPWDD DQI. DOH will use the applicable portions of the DQI Person-
Centered Review Protocol used by DQI so that the results can be compared and validated. In  addition, deficiencies 
identified by DQI and/or DOH will be monitored to assure that appropriate remediation is completed. 
4. Timely CMS 372 Report submission: The fiscal portion of the CMS 372 report, which includes data regarding 
waiver services and cost neutrality, is prepared, reviewed, and approved for fiscal accountability by various units 
within the DOH, including The Division of Administration Fiscal Management Group (FMG). Results from both 
the quality portion(LP review) and fiscal portion review are combined to complete the CMS 372 report which is 
then submitted to DOH executive staff for final approval prior to submission to CMS. 
5. Establishment of a process and time frame for the interagency Critical and Significant Event (CSE) 
Notification system. The Director of the Incident Management Unit (or designee) provides notification to the 
DOH WMU within 24 hours of receipt of the CSE or on the next business day for individuals enrolled in the 
HCBS Waiver. 
continued in QIS b.i below 
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Continued from QIS a.ii above 
5. (continued) DOH logs and tracks all incidents reported in the Critical and Significant Events Tracking Log. 
DOH meets internally every month, and as needed, to monitor, analyze and trend reported incidents. As part of 
the interagency quarterly meeting standing agenda, DOH discusses incident related issues with OPWDD. 
6. DOH reviews the OPWDD DQI Monthly Report for status of plans of correction and trending adverse actions 
especially for those HCBS Waiver providers placed on the OPWDD Early Alert system. 
7. DOH and OPWDD adhere to an interagency process for monitoring OPWDD Waiver providers. OPWDD 
informs DOH Bureau of Provider Enrollment (BPE) when: 1. Voluntary waiver provider is recommended by 
OPWDD for enrollment in NYS Medicaid; 2. Voluntary waiver provider who is currently enrolled in NYS 
Medicaid has been approved to amend waiver service provision;3. Voluntary waiver service provider is 
terminated by OPWDD. The DOH BPE notifies the DOH WMU in writing when providers are denied MA 
enrollment or are disenrolled from MA. 
8. DOH coordinates, monitors, tracks, approves and evaluates all OPWDD evolution projects related to OPWDD's 
HCBS Waiver. 
9. DOH and OPWDD maintain a standing interagency quarterly meeting that includes a comprehensive quality 
monitoring agenda that addresses reports and trends in the areas of health and welfare, incident management, 
qualified providers, service plans, fiscal accountability, level of care assurances, as well as any follow up to 
required remediation and QI strategies. 
************* 
A.i.1-A.i.2: Quality Assurance & Improvement Administrative Integrity: DOH monitors timelines to assure the 
integrity of the joint OPWDD/DOH quality management process by monitoring that Life Plans are reviewed for 
accuracy and timeliness and the annual CMS 372 report is complete, contains all required elements, and 
submitted as required. DOH will work with OPWDD in the event that critical elements of the Life Plan review 
and/or completion/submission of the CMS 372 report requires revision. 

 
The DOH WMU has an established Policy & Process in place for OPWDD Notification to DOH of Critical 
Significant Events and Incidents. The Policy assures that DOH remains vigilant of emerging issues that pertain to 
the safety, health and welfare of persons enrolled in the HCBS waiver. 

 
DOH is responsible for: 
- review and monitor of all incident reports received from OPWDD 
- tracking, analyzing, and evaluation of all identified incident investigations reported to DOH 
- fostering effective communication between OPWDD and DOH 

 
The DOH WMU has designated staff that review and track all reports received and as needed, monitor 
investigations through outcome. The DOH WMU team meets monthly (or as needed) to review, analyze and trend 
reports received and if necessary request supporting information from OPWDD. The DOH WMU team provides 
incident related feed-back to OPWDD during the quarterly inter-agency meeting (or as needed). 

 
If a  situation arises that DOH is not satisfied with OPWDD remediation activity or timeliness of corrective actions 
regarding a specific incident, DOH will: 
- Advise OPWDD in writing that documentation of completion of corrective action is required within 2 weeks 
(10 business days). 
- Inform OPWDD that they are granted one additional week (5 business days) if OPWDD fails to respond or 
meet the designated (2 week completion date) deadline. 
- Apprise key OHIP management for further recommendation if OPWDD fails to meet the final deadline. 

 
A.i.2: Quality Assurance & Improvement, Health and Welfare: DOH will review aggregate reports compiled by 
OPWDD DQI regarding health and welfare performance measure outcomes. DOH will analyze these reports and 
require that OPWDD verify that remediation and follow-up activities have been completed in the agreed upon 
timeframe. 

 
A.i.3 - A.i.4: Service Planning and Level of Care - Oversight of Life Plan Review: DOH's Strategy for 
Remediation for the annual Life Plan reviews: The report findings and individual remediation activities are 
discussed at the quarterly meetings. Additionally, all deficiencies identified in the DOH IRR review are shared 
with OPWDD along with recommendations for improvements to the review process or protocols. OPWDD's 
response to these 
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ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that applies): Frequency of data aggregation and analysis
(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Semi-annually

c. Timelines
When the State does not haveallelements of the Quality ImprovementStrategy in place, providetimelines to design 
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non -
operational.

No
Yes
Please providea detailed strategy for assuringAdministrative Authority, thespecific timeline for implementing 
identified strategies, and the parties responsible for its operation.

Appendix B: Participant Access and Eligibility
B-1: Specification of the Waiver Target Group(s)

reports will occur within the timeframeagreeduponby bothagencies. DOH may also periodically request 
additional operational and Quality Improvement Strategy reports to augment the review process.

A.i.5.: Financial Integrity: During each DOH annual fiscal review, identified deficiencies, trends, and 
recommendation for improvements will be provided to OPWDD in writing. OPWDD will report and provide 
evidenceof remediation of identifieddeficiencies in the timeframe agreeduponby bothagencies. Uponrequest, 
DOH will provide CMS with this information and OPWDD's responses. DOH may also periodically request 
additional operational and Quality Improvement Strategy reports as a result of the review process. Additional 
fiscaloversight is performedbyoutsideagencies, suchas the Office of theMedicaid Inspector General (OMIG), 
the Office of the State Comptroller (OSC), and by the State's Single Independent Auditors, KPMG LLP.

A.i.6 - A.i.7: Qualified Provider Integrity:DOH will require OPWDD to verify that individual remediationof 
provider specific deficiencies that emerge from DOH tracking activities described in the previous section, have 
been addressed and completed within an appropriate timeframe. In addition, DOH reviews aggregate reports of 
provider specific performance measure outcomes compiled semi annually by OPWDD DQI at two of the four 
Interagency Quarterly Meetings. DOH will analyze these reports, obtain additional information from OPWDD 
DQI as needed, and verify that remediation has been addressed by OPWDD.
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a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, thestatelimits waiver services to oneor more 
groups or subgroups of individuals. Please see the instruction manual for specifics regarding age limits. In accordance 
with 42 CFR §441.301(b)(6), selectoneor more waiver targetgroups, checkeachof the subgroups in the selected target 
group(s) that may receive services under the waiver, and specify the minimum and maximum (if any) age of individuals 
served in each subgroup:

Target Group Included Target SubGroup Minimum Age
Maximum Age

Maximum Age
Limit

No Maximum Age
Limit

Aged or Disabled, or Both - General

Aged

Disabled (Physical)

Disabled (Other)

Aged or Disabled, or Both - Specific Recognized Subgroups

Brain Injury

HIV/AIDS

Medically Fragile

Technology Dependent

Intellectual Disability or Developmental Disability, or Both

Autism 0

Developmental Disability 0

Intellectual Disability 0

Mental Illness

Mental Illness

Serious Emotional Disturbance

b. Additional Criteria. The state further specifies its target group(s) as follows:

c. Transition of Individuals Affected by Maximum Age Limitation. When there is a  maximum age limit that applies to 
individuals who maybe served in the waiver, describethe transition planningprocedures that are undertaken on behalf of 
participants affected by the age limit (select one):

Not applicable. There is no maximum age limit

The following transition planning procedures areemployed forparticipants who will reach the waiver's 
maximum age limit.

Specify:

Appendix B: Participant Access and Eligibility 
B-2: Individual Cost Limit (1 of 2)

Not applicable. Note: Thereis no minimum or maximum age requirement for participation in OPWDD's comprehensive 
waiver.
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a. Individual Cost Limit. The following individual cost limit applies when determining whether to deny home and 
community-based services or entranceto thewaiver to an otherwise eligible individual (select one). Please notethata state 
may have only ONE individual cost limit for the purposes of determining eligibility for the waiver:

No Cost Limit. The state does not apply an individual cost limit. Do not complete Item B-2-b or item B-2-c.
Cost Limit in Excess of Institutional Costs. The state refuses entrance to the waiver to any otherwise eligible 
individual when the state reasonably expects that the cost of the home and community-based services furnished to
that individualwould exceed the cost of a levelof carespecified for thewaiver up toanamount specifiedby the state. 
Complete Items B-2-b and B-2-c.

The limit specified by the state is (select one)

A level higher than 100% of the institutional average.

Specify the percentage:

Other

Specify:

Institutional Cost Limit. Pursuant to 42CFR 441.301(a)(3), the state refuses entranceto thewaiver to anyotherwise 
eligible individual when the state reasonably expects that the cost of the home and community-based services 
furnished to that individual would exceed 100% of the cost of the level of care specified for the waiver. Complete 
Items B-2-b and B-2-c.
Cost Limit Lower Than Institutional Costs. The state refuses entrance to the waiver to any otherwise qualified 
individualwhen the state reasonably expects that thecostof homeandcommunity-basedservices furnished to that 
individual would exceed the following amount specified by the state that is less than the cost of a level of care 
specified for the waiver.

Specify thebasis of thelimit, includingevidence that the limit is sufficient to assurethehealth andwelfare of waiver 
participants. Complete Items B-2-b and B-2-c.

The cost limit specified by the state is (select one):

The following dollar amount:

Specify dollar amount:

The dollar amount (select one)

Is adjusted each year that the waiver is in effect by applying the following formula:

Specify the formula:

May be adjusted during the period the waiveris in effect. The state will submit a waiver 
amendment to CMS to adjust the dollar amount.
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The following percentage that is less than 100% of the institutional average:

Specify percent:

Other:

Specify:

Appendix B: Participant Access and Eligibility 
B-2: Individual Cost Limit (2 of 2)

Answers provided in Appendix B-2-a indicate that you do not need to complete this section.

b. Method of Implementation of the Individual Cost Limit. When an individual cost limit is specified in Item B-2-a, 
specify theprocedures that are followed to determine in advanceof waiver entrance that the individual's healthandwelfare 
can be assured within the cost limit:

c. Participant Safeguards. When the state specifies an individual cost limit in Item B-2-a and there is a  change in the 
participant's condition or circumstances post-entranceto the waiver that requires the provisionof services in anamount 
that exceeds the cost limit in order to assure the participant's health and welfare, the state has established the following 
safeguards to avoid an adverse impact on the participant (check each that applies):

The participant is referred to another waiver that can accommodate the individual's needs. 

Additional services in excess of the individual cost limit may be authorized.

Specify the procedures for authorizing additional services, including the amount that may be authorized:

Other safeguard(s)

Specify:

memememenn
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Appendix B: Participant Access and Eligibility

B-3: Number of Individuals Served (1 of 4)

a. Unduplicated Number of Participants. The following table specifies themaximum number of unduplicated participants 
who are served in each year that the waiver is in effect. The state will submit a waiver amendment to CMS to modify the 
number of participants specified for any year(s), including when a modification is necessary due to legislative 
appropriation or another reason. The number of unduplicated participants specified in this table is basis for the cost-
neutrality calculations in Appendix J:

Table: B-3-a

Waiver Year Unduplicated Number of Participants
Year 1 93594

Year 2 96573

Year 3 100635

Year 4 101375

Year 5 102253

b. Limitation on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number of 
participants specified in Item B-3-a, the state may limit to a lesser number thenumber of participants who willbe served at 
any point in time duringa waiver year. Indicate whether thestate limits the number of participants in this way: (select one)
:

The state does not limit the number of participants that it serves at anypoint in time duringa waiver 
year.

The state limits the number of participants that it serves at any point in time during a waiver year.

The limit that applies to each year of the waiver period is specified in the following table:

Table: B-3-b

Waiver Year Maximum Number of Participants Served
At Any Point During the Year

Year 1

Year 2

Year 3

Year 4

Year 5
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Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

c. Reserved Waiver Capacity. The state may reserve a portion of the participant capacity of the waiver for specified 
purposes(e.g., provide for the community transition of institutionalized persons or furnishwaiver servicesto individuals 
experiencing a crisis) subject to CMS review and approval. The State (select one):

Not applicable. The state does not reserve capacity.

The state reserves capacity for the following purpose(s).
Purpose(s) the state reserves capacity for:

Purposes

Individuals moving from Intermediate Care Facilities

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

Purpose (provide a title or short description to use for lookup):

Purpose (describe):

Describe how the amount of reserved capacity was determined:

The capacity that the State reserves in each waiver year is specified in the following table:

Waiver Year Capacity Reserved

Year 1 34

Year 2 67

Year 3 67

Year 4 84

Year 5 84

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (3 of 4)

d. Scheduled Phase-In or Phase-Out. Within a waiver year, the state maymakethenumber of participants who are served 
subject to a phase-in or phase-out schedule (select one):

The waiver is not subject to a phase-in or a phase-out schedule.

The waiver is subject to a phase-in or phase-out schedulethat is included in Attachment #1 to Appendix 

Individuals moving from Intermediate Care Facilities

Reserved capacity for individuals movingfrom IntermediateCare Facilities for Individuals with 
Intellectual Disabilities (ICF/IID) into HCBS waiver settings.

The reserve capacity was based on the State's plan for ICF conversions.
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B-3. This schedule constitutes an intra-year limitation on the number of participants who are served in 
the waiver.

e. Allocation of Waiver Capacity.

Select one:

Waiver capacity is allocated/managed on a statewide basis. 

Waiver capacity is allocatedto local/regional non-state entities.

Specify: (a) the entities towhich waiver capacity is allocated; (b) the methodology that is used to allocatecapacity 
and how often the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity among 
local/regional non-state entities:

f. Selection of Entrants to the Waiver. Specify the policies thatapply to theselection of individuals for entranceto the 
waiver:
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OPWDD's waiver capacity is allocated and managed on a statewide basis. OPWDD receives funding through legislative 
appropriation, which includes resources for existing services and for new or expanded services. OPWDD's HCBS waiver 
is constructed to ensure a sufficient number of HCBS opportunities to maximize the number of individuals served 
through available state appropriation during each funding cycle. HCBS enrollment levels are calculated to approximate 
the number of new HCBS enrollments that could be afforded by anticipated legislative appropriation. 

 
Individuals seeking supports and services from OPWDD may request entry in OPWDD's system from many points 
including approaching the local Regional Office directly, contacting a Care Coordination Organization  (CCO)or a 
provider agency. The Regional Offices assists individuals who indicate a need for services by utilizing OPWDD's tools 
for assessing individual needs and service planning. This process includes the determination of an intellectual/ 
developmental disability and Level of Care evaluation process outlined in Appendix B-6 (f). Once eligibility for 
OPWDD services is established, individuals are provided with opportunities for supports and services that meet the 
individual’s needs and valued outcomes (as a first step) and then resources (including HCBS waiver services) are 
identified and offered thereafter to meet those needs. 

 
This individualized planning and delivery process maintains each person’s access to local, state, and federal programs, 
while subordinating eligibility and funding decisions to choices determined through the person-centered planning 
process. These efforts ensure the provision of sustainable supports and services for individuals across the full continuum 
of needs and challenges. 

 
If, through this person-centered planning process, an individual chooses to apply for HCBS waiver services. the 
individual must first meet the following criteria for enrollment: 

 
1. Have an intellectual disability or a  developmental disability in accordance with the definition found at New York 
State Mental Hygiene Law Section 1.03 (22), 
2. Be Medicaid eligible, 
3. Be eligible for ICF/IID level of care. Please see the section describing the Level of Care evaluation process. 
4. Reside in an appropriate living arrangement (and/or be residing in an appropriate living arrangement once enrolled in 
the HCBS waiver) as per OPWDD's waiver regulations. 

 
The process for waiver enrollment is then coordinated and facilitated through the individual's local regional office. 

 
In accordance with this current OPWDD CMS approved waiver (2019-2024), OPWDD continues to prioritize participant 
needs on a statewide basis as follows while factoring an individual's compatibility with available services:  

 
Emergency Need: Any of the following (i.e., emergencies): 

 
--Homeless or at risk of homelessness 
--Primary caregiver is incapacitated /No other caretaker available 
--Ready for discharge from a hospital/psychiatric setting, prison/jail, shelter, residential school, 
developmental center, skilled nursing facility, hotel or emergency room. 
 
Substantial Need: Any of the following (i.e., urgency/emergency prevention) 
--Aging or failing health of caregiver/no alternate caregiver available 
-- 
--Increasing risk to health and safety or to health and safety of others 

 
Current Need: This priority group includes all who present a need but there is no danger to the health and safety of the 
individual or his/her caregiver (i.e. considered not urgent). 

 

Appendix B: Participant Access and Eligibility 
B-3: Number of Individuals Served - Attachment #1 (4 of 4) 

 
Answers provided in Appendix B-3-d indicate that you do not need to complete this section. 
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Appendix B: Participant Access and Eligibility
B-4: Eligibility Groups Served in the Waiver

a. 1. State Classification. The state is a  (select one):
§1634 State
SSI Criteria State 
209(b) State

2. Miller Trust State.
Indicate whether the state is a  Miller Trust State (select one):

No 
Yes

b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible under 
the following eligibility groups contained in the state plan. The state applies all applicable federal financial participatio n 
limits under the plan. Check all that apply:

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42 CFR
§435.217)

Low income families with children as provided in §1931of the Act 

SSI recipients

Aged, blind or disabled in 209(b) states who areeligibleunder 42 CFR §435.121 

Optional state supplement recipients

Optional categorically needy aged and/or disabled individuals who have income at:

Select one:

100% of the Federal poverty level (FPL)
% of FPL, which is lower than 100% of FPL.

Specify percentage:

Working individuals with disabilities who buy into Medicaid (BBA working disabled group as provided in
§1902(a)(10)(A)(ii)(XIII)) of the Act)

Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group as provided in
§1902(a)(10)(A)(ii)(XV) of the Act)

Working individuals with disabilities who buy into Medicaid (TWWIIAMedical Improvement Coverage 
Group as provided in §1902(a)(10)(A)(ii)(XVI) of the Act)

Disabled individuals age 18or youngerwho would require an institutional level of care (TEFRA 134eligibility 
group as provided in §1902(e)(3) of the Act)
Medically needy in 209(b) States (42 CFR §435.330)

Medically needy in 1634 States and SSI Criteria States (42 CFR §435.320, §435.322 and §435.324)

Other specified groups (includeonlystatutory/regulatory referenceto reflect the additionalgroups in the state 
plan that may receive services under this waiver)

Specify:
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Specialhome andcommunity-basedwaiver group under 42 CFR §435.217) Note: When the specialhomeand 
community-based waiver group under 42 CFR §435.217 is included, Appendix B-5 must be completed

No. The state does not furnish waiver servicesto individuals in the special home and community-based waiver 
group under 42 CFR §435.217. Appendix B-5 is not submitted.
Yes. The state furnishes waiver services to individualsin the specialhome and community-based waiver group 
under 42 CFR §435.217.

Select one and complete Appendix B-5.

All individuals in the special home and community-based waiver group under 42 CFR §435.217
Only the following groups of individuals in the specialhomeand community-based waiver group under42 
CFR §435.217

Check each that applies:

A special income level equal to:

Select one:

300% of the SSI Federal Benefit Rate (FBR)
A percentage of FBR, which is lower than 300% (42 CFR §435.236)

Specify percentage:

A dollar amount which is lower than 300%.

Specify dollar amount:

Aged, blind and disabled individuals who meet requirements that are more restrictive than the SSI 
program (42 CFR §435.121)

Medicallyneedywithout spend down in states which alsoprovide Medicaid to recipients of SSI (42 
CFR §435.320, §435.322 and §435.324)

Medicallyneedywithout spend down in 209(b) States (42CFR §435.330) 

Aged and disabled individuals who have income at:

Select one:

100% of FPL
% of FPL, which is lower than 100%.

Specify percentage amount:

Infants and Children under Age 19 (42 CFR 435.118);

Mandatory Coverage of Parents and other Caretaker Relatives (42 CFR 435.110); OptionalCoverage of Parents and 
other Caretaker Relatives (42 CFR 435.220);

Adult Group (covers non-pregnant individuals age19 – 64, not enrolled in Medicare) (42 CFR 435.119); 

Children who qualify for State adoption assistance (42 CFR 435.227);

Children for whom anadoptionagreement is in effector foster care maintenance payments are beingmade under 
Title IV-E (42 CFR 435.145);

Individuals who qualify under 1902(a)(10)(A)(i)(II)(bb)(Qualified Severely Impaired); and

Disabled Adult Children (DAC) beneficiaries who are eligible under 1634(c) of the Social Security Act.
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Other specified groups (include only statutory/regulatory reference to reflect the additional groups in 
the state plan that may receive services under this waiver) 

 
Specify: 

 
 

 

Appendix B: Participant Access and Eligibility 
B-5: Post-Eligibility Treatment of Income (1 of 7) 

 
In accordance with 42 CFR §441.303(e), Appendix B-5 must be completed when the state furnishes waiver services to individuals 
in the special home and community-based waiver group under 42 CFR §435.217, as indicated in Appendix B-4. Post-eligibility 
applies only to the 42 CFR §435.217 group. 

 

a. Use of Spousal Impoverishment Rules. Indicate whether spousal impoverishment rules are used to determine eligibility 
for the special home and community-based waiver group under 42 CFR §435.217: 

 

Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible. 

 

 
Appendix B: Participant Access and Eligibility 

B-5: Post-Eligibility Treatment of Income (2 of 7) 
 

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018. 
 

b. Regular Post-Eligibility Treatment of Income: SSI State. 
 

Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible. 

 

 
Appendix B: Participant Access and Eligibility 

B-5: Post-Eligibility Treatment of Income (3 of 7) 
 

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018. 
 

c. Regular Post-Eligibility Treatment of Income: 209(B) State. 
 

Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible. 

 

 
Appendix B: Participant Access and Eligibility 

B-5: Post-Eligibility Treatment of Income (4 of 7) 
 

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018. 
 

d. Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules 
 

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the 
contribution of a  participant with a community spouse toward the cost of home and community-based care if it determines 
the individual's eligibility under §1924 of the Act. There is deducted from the participant's monthly income a personal 
needs allowance (as specified below), a community spouse's allowance and a family allowance as specified in the state 
Medicaid Plan. The state must also protect amounts for incurred expenses for medical or remedial care (as specified 
below). 
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Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible. 

 

 
Appendix B: Participant Access and Eligibility 

B-5: Post-Eligibility Treatment of Income (5 of 7) 
 

Note: The following selections apply for the five-year period beginning January 1, 2014. 
 

e. Regular Post-Eligibility Treatment of Income: §1634 State - 2014 through 2018. 
 

Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible. 

 

 
Appendix B: Participant Access and Eligibility 

B-5: Post-Eligibility Treatment of Income (6 of 7) 
 

Note: The following selections apply for the five-year period beginning January 1, 2014. 
 

f. Regular Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018. 
 

Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible. 

 

 
Appendix B: Participant Access and Eligibility 

B-5: Post-Eligibility Treatment of Income (7 of 7) 
 

Note: The following selections apply for the five-year period beginning January 1, 2014. 
 

g. Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules - 2014 through 2018. 
 

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the 
contribution of a participant with a community spouse toward the cost of home and community-based care. There is 
deducted from the participant's monthly income a personal needs allowance (as specified below), a community spouse's 
allowance and a family allowance as specified in the state Medicaid Plan. The state must also protect amounts for incurred 
expenses for medical or remedial care (as specified below). 

 

Answers provided in Appendix B-4 indicate that you do not need to submit Appendix B-5 and therefore this section 
is not visible. 

 

 
Appendix B: Participant Access and Eligibility 

B-6: Evaluation/Reevaluation of Level of Care 
 

As specified in 42 CFR §441.302(c), the state provides for an evaluation (and periodic reevaluations) of the need for the level(s) 
of care specified for this waiver, when there is a reasonable indication that an individual may need such services in the near 
future (one month or less), but for the availability of home and community-based waiver services. 

 

a. Reasonable Indication of Need for Services. In order for an individual to be determined to need waiver services, an 
individual must require: (a) the provision of at least one waiver service, as documented in the service plan, and (b) the 
provision of waiver services at least monthly or, if the need for services is less than monthly, the participant requires 
regular monthly monitoring which must be documented in the service plan. Specify the state's policies concerning the 
reasonable indication of the need for services: 

 

i. Minimum number of services. 
 

The minimum number of waiver services (one or more) that an individual must require in order to be determined to 
need waiver services is: 1 

ii. Frequency of services. The state requires (select one): 
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The provision of waiver services at least monthly
Monthly monitoring of the individual when services are furnished on a less than monthly basis

If the statealsorequires a minimum frequency for theprovision ofwaiver services other thanmonthly (e.g., 
quarterly), specify the frequency:

b. Responsibility for Performing Evaluations and Reevaluations. Levelof care evaluationsandreevaluations are 
performed (select one):

Directly by the Medicaid agency
By the operating agency specified in Appendix A
By a government agency under contract with the Medicaid agency.

Specify the entity:

Other
Specify:

c. Qualifications of Individuals Performing Initial Evaluation: Per 42 CFR §441.303(c)(1), specify the 
educational/professionalqualifications of individuals whoperform the initialevaluation of levelof care for waiver 
applicants:

d. Level of Care Criteria. Fully specify the level of care criteria that are used to evaluate and reevaluate whether an 
individual needs services through the waiver and that serve as the basis of the state's level of care instrument/tool. Specify 
the levelof care instrument/tool that is employed. State laws, regulations, and policies concerning levelof carecriteria and 
the levelof care instrument/tool are available to CMS upon request through the Medicaid agency or the operating agency 
(if applicable), including the instrument/tool utilized.

Not applicable.

The InitialLOC is the responsibility of theOperatingAgency's regionaloffices, although a family or individualmay 
be assisted by a voluntary agency to gather the necessary information (see C below for qualifications of individuals 
performing initial evaluations).

The individual’s Care Manager is responsible for assuring that the annual LOC re-evaluations occur. The 
individual’s Care Manager may complete the annual LOC redetermination if that person is also a Qualified 
Intellectual Disabilities Professional (QIDP). If the Care Manager does not have the QIDP credentials, the Care 
Manager must assure that a QIDP familiar with the individualcompletes theannual redetermination. Credentials for 
a QIDP are described below in B-6-h.

The initial LOC must be completed by a professional with at least one year of experience in conducting assessments or 
developing plans of care for people with developmental disabilities. Initial LOCs are reviewed by a physician or nurse 
practitioner and include the assessments conducted by "qualified practitioners" who may administer and interpret 
standardized measures of intelligenceandadaptivebehavior. Aqualified practitioner is a personwith a directly relevant 
master’s degree or doctoral level education in psychology, who has training and supervised experience in the use and 
interpretation of such measures consistent with the recommendations contained in the respective test manuals for 
measures and with the requirements of the most current edition of the AERA/APA/NCME (2014) Standards for 
Educational and Psychological Testing, for the use and interpretation of individual test results.



Draft Waiver Amendment 10-01-2023                                                                                                          Page 50 of 370

3/27/2023

The OPWDD level of care instrument for theHCBS Waiver is identical to the levelof careinstrument used for ICF/IID. 
The sameinstrument is used for both initialevaluations andre-evaluations for individuals enrolled in the HCBS waiver. 
A paper copyof the levelof careinstrument hasbeensubmitted in previous renewals and is available from OPWDD for 
CMS' review upon request. The level of care instrument and instructions are available on the OPWDD website at the 
following location: ADM #2020-02 Revised Intermediate Care Facilities for Individuals with Intellectual Disabilities 
ICF/IDD Level of Care Eligibility Determination (LCED) | Office for People With Developmental Disabilities (ny.gov)
The levelof care instrument does not limit participation by individuals with certain conditions or diagnoses.

The criteria appearing in the level of care instrument are:
1. Evidence of a developmental disability,
2. Disability manifested before age 22,
3. Evidence of a severe behavior problem (not required),
4. Health care need (not required),
5. Adaptive behavior deficit in one or more of the followingareas:communication, learning, mobility, independent 
living or self- direction.

The applicant must have functional limitations that demonstrate a substantial handicap. Functional limitations 
constituting a substantialhandicaparedefinedas: significant limitations in adaptivefunctioning thatare determined from 
the findings of anassessment byusinga nationally normed and validated, comprehensive, individualmeasure of adaptive 
behavior, administered by a qualified practitioner following appropriate administration guidelines.

Early identification and intervention can be critical to achieving the best outcomes for youth with Intellectual or 
Developmental Disability (I/DD). However, establishing a definitive diagnosis, prognosis, and likelihood of future level 
of impairment may be challenging due to individual differences in developmental trajectories and response to available 
services. Provisionaleligibility runs from a child’s birth through age 7. Provisionaleligibility extends the available time 
to completeschool-based assessments andaffords OPWDD time to review andconsider whether the individualmeets the 
eligibility requirements. On the child’s 8th birthday, (s)he must meet the full eligibility criteria to continue receiving 
OPWDD supports and services.

For children birth through age 7 consistentwith Part 200.1 (mm)(1) of NYS Education Law, substantialhandicap 
associated with global or specific developmental delays is defined as:
- A 12-month delay in one or more functional areas, or
- A 33% delay in one functional area, or a 25% delay in each of two functional areas; or

- If appropriate, standardized instruments are individually administered in the evaluation process, a score of 2.0 
standard deviations below the mean in one functional area or a score of 1.5 standard deviations below the
mean in each of two functional areas.

For children from birth though 7 years, psychometric and developmental measures that derive a developmental quotient 
or mentalage maybe acceptedas suitable and appropriate meansto confirm functionalor intellectualdelays or disability.

For children aged 8 years and older, it is necessary to confirm a specific qualifyingdiagnosis that results in a substantial 
handicap originating in the developmental period, with an expectation of indefinite continuation.

Additional information on this process is containedwithin OPWDD policy guidance. Any futurechanges to this 
process/requirements will be contained within OPWDD policy guidance.

e. Level of Care Instrument(s). Per 42 CFR §441.303(c)(2), indicate whether theinstrument/toolused toevaluate levelof 
care for the waiver differs from the instrument/tool used to evaluate institutional level of care (select one):

The same instrument is used in determining the levelof careforthe waiver and forinstitutional care underthe 
state Plan.
A different instrument is used to determine the level of care for the waiver than for institutional care underthe 
state plan.

Describe how andwhythis instrument differs from the form used toevaluate institutional levelof care andexplain 
how the outcome of the determination is reliable, valid, and fully comparable.
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f. Process for Level of Care Evaluation/Reevaluation: Per 42 CFR §441.303(c)(1), describe the process for evaluating 

waiver applicants for their need for the level of ca re under the waiver. If the reevaluation process differs from the 
evaluation process, describe the differences: 

 
 

The initial stage of the Level of Care process begins when a person and/or family contact one of the state-
operated Regional Offices to request services. In 2001, the OPWDD Eligibility Advisory “DETERMINING 
ELIGIBILITY FOR SERVICES: SUBSTANTIAL HANDICAP AND DEVELOPMENTAL DISABILITY” was 
issued to the field. The primary purpose of this policy advisory was to establish fair and consistent criteria by 
which the presence of developmental disability or substantial handicap could be confirmed by a Regional Office. 
This advisory provides detailed information regarding establishment of qualifying conditions, demonstration of 
substantial handicap via use of standardized adaptive behavior scales, age of onset of qualifying diagnoses and 
accompanying substantial handicaps, and expectations regarding indefinite continuation of the developmental 
disability (DD). A three-step eligibility review process has since been established by OPWDD to ensure careful 
and consistent review of all applications received. The general process for the first stage of the LOC process is as 
follows: 
 
Step One Determinations: Requests for a DD determination are submitted to the local Regional Office that 
contains the county in which the applicant resides. In Step One, an intake worker and intake coordinator are 
involved as well as a masters-level or licensed psychologist and other clinical staff, if needed. The person or 
party who is requesting the eligibility determination is expected to provide the clinical information needed to 
make a determination. Once a complete documentation packet is received including all necessary psychological 
testing/evaluations as indicated in the eligibility advisory guidelines, the local Regional Office Eligibility 
Determination coordinator(s) makes a decision on eligibility for OPWDD services. If the individual is found 
eligible based on the criteria contained within the eligibility guidelines, the Regional Office notifies the party 
that requested the determination so that appropriate services and/or referrals for services may begin. If not found 
eligible at Step One, the individual's eligibility must be reviewed at Step Two. 
 
Step Two Determinations: In Step Two DD Determinations the local Regional Office Director or their designee, 
and a second, licensed psychologist are involved in the determination at a  minimum. Many Regional Offices 
now use a committee review process for Step Two determinations. They review the same information that was 
received and reviewed in Step One, as well as the decision rendered and reasons for said decision. If needed, 
those involved in the Step Two review can ask for additional clinical and/or historical information. The criteria 
for determinations of OPWDD eligibility at Step One and Step Two of the process are exactly the same, and are 
clearly delineated in the advisory guidelines. The final eligibility determination at Step Two is made by the 
Regional Office Director or their Designee, in conjunction with input from clinical/psychology staff and/or 
eligibility committee members. If the individual is found eligible, the Regional Office notifies the party that 
requested the determination so that appropriate services and/or referrals for services may begin. If the individual 
is found ineligible, the Regional Office provides the requesting party with a list of the materials or reports that 
were reviewed and a statement of the reasons for denial. In addition, if the individual is found ineligible, the 
opportunity to have eligibility reviewed by a third step review process is made known to the requesting party, in 
addition to other options (i.e., face to face meeting, fair hearing if applicable). 
 
Step Three Determinations: Step Three DD Determinations can be requested by the individual and/or their 
advocate through the local Regional Office that made the original negative determination of eligibility (i.e., at 
the first and second levels of review). Upon the receipt of the complete documentation packet from the local 
Regional Offices, Third Step Review committees review the information to determine eligibility and then notify 
the local Regional Office of its recommendations. The purpose of the Third Step Review Committee is to review 
the clinical information submitted from the Regional Office and to make an independent eligibility 
determination on the basis of this paperwork in accordance with the criteria that was set forth in the OPWDD 
Eligibility for OPWDD Services Advisory, issued in December 2021, available at the following: 
https://opwdd.ny.gov/system/files/documents/2021/12/nys_opwdd_eligibility_important_121621.pdf, which 
parallels the language contained in Mental Hygiene Law (14 NYCRR 1.03 (22)). The Regional Office Director 
considers the recommendations from the Third Step Review committees and makes a final decision regarding 
eligibility or ineligibility. 
 
In order to ensure consistent decision-making when it comes to determining eligibility for OPWDD services, the 
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g. Reevaluation Schedule. Per 42 CFR §441.303(c)(4), reevaluations of the level of care required by a participant are
conducted no less frequently than annually according to the following schedule (select one):

Every three months 
Every six months 
Every twelvemonths 
Other schedule
Specify the other schedule:

h. Qualifications of Individuals WhoPerformReevaluations. Specify thequalifications of individuals whoperform 
reevaluations (select one):

The qualifications of individuals who perform reevaluations are the sameas individuals who perform initial 
evaluations.
The qualifications are different.
Specify the qualifications:

types and quality of information used must adhere to specific and standardized criteria (i.e., such as those established 
by many professional associations and health-care organizations). These practices are consistent with those 
established by a number of other state andfederally fundedprograms (i.e., SocialSecurityAdministration, State
Education) to ensure that determinations of eligibility for services follow clearly defined parameters so as to avoid 
inconsistent decision-making and to promote equity and fairness in those determinations rendered. The Eligibility 
guidelines and processes were established to ensure the definition set forth in MHL 1.03 (22) was met so as to avoid 
labeling any individual who truly did not meet the definition for Developmental Disability.

The DD Eligibility Determination process is the first step in completing the Initial Level of Care (LOC) evaluation for 
an individual seeking waiver services through OPWDD. In those cases where the individual is determined eligible for 
OPWDD services andhas indicated theywantsome typeof HCBS Waiver service and has a reasonable needfor this
type
OPWDD services andhas indicated theywantsome typeof HCBS Waiver service and has a reasonable needfor this
type of waiver service that is not available from other sources (e.g. State Education or Early Intervention), the clinical 
information gathered for the DD Eligibility Determination process is conveyed to the regional office staff responsible 
for completing initial LOC determinations. This professional uses the clinical information supporting the DD 
determination to complete theLOC form (i.e. psychological evaluation(s), medicalor specialty report(s), psychosocial
history), andalso verifies NYS residency of the applicant and need for waiver services. After all preliminary screening 
is completed the Regional Office staff works with the person and family to identify specific types of services needed, 
and the frequency and scope of those services.

It is the responsibility of the participant's Care Manager to ensure that the annualLevelof Care redetermination process is 
completed. It must also be reviewed and approved by a Qualified Intellectual Disability Professional (QIDP) who is familiar
with the participant's functional level. During this process the most recent psychologicalevaluation, psychosocial history and 
medical history is reviewed to determine if the information is still accurate. By definition, a developmental disability is
expected to continueindefinitely andposea lifelonghandicap to the individualandas such the psychological evaluation and 
psychosocial history profiles of individuals served through the waiver generally show little change. If there is any question as 
to the Level of Care needed by an individual currently authorized for services, a  physician or nurse practitioner would be 
consulted during the Level of Care process.

The process and informationoutlined in Appendix B-6reflects thecurrent OPWDD policyandpractices articulated in 
OPWDD's guidance documents. These policies may undergo revisions in the future and any such changes will be appropriately 
reflected in OPWDD's guidance documents.

OPWDD requires an annual levelof careredetermination (i.e., every 12 months) for allwaiver participants to ensure 
that the person continues to meet the ICF/IID level of care. However, from an OPWDD audit perspective, OPWDD 
allows an additional one month time period to obtain the reviewers (i.e., Qualified Intellectual Disabilities 
Professional or physician or physician's assistant or nurse practitioner) approval signature on the redetermination 
form.
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i. Procedures to Ensure Timely Reevaluations. Per 42 CFR §441.303(c)(4), specify the procedures that the state employs 

to ensure timely reevaluations of level of care (specify): 
 
 

j. Maintenance of Evaluation/Reevaluation Records. Per 42 CFR §441.303(c)(3), the state assures that written and/or 
electronically retrievable documentation of all evaluations and reevaluations are maintained for a minimum period of 3 
years as required in 45 CFR §92.42. Specify the location(s) where records of evaluations and reevaluations of level of care 
are maintained: 

 
 

 

Appendix B: Evaluation/Reevaluation of Level of Care 
Quality Improvement: Level of Care 

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States 
methods for discovery and remediation. 

 

a. Methods for Discovery: Level of Care Assurance/Sub-assurances 
 

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for 
evaluating/reevaluating an applicant's/waiver participant's level of care consistent with level of care provided in a 
hospital, NF or ICF/IID. 

 

i. Sub-Assurances: 
 

a. Sub-assurance: An evaluation for LOC is provided to all applicants for whom there is reasonable 
indication that services may be needed in the future. 

The initial LOC must be completed by a professional with at least one year of experience in conducting assessments 
or developing plans of care for people with developmental disabilities. Initial LOCs are reviewed by a physician or 
nurse practitioner to ensure that all pre-admission assessments have been completed and support the initial level of 
care determination recommended by the Qualified Intellectual Disability Professional (QIDP). 
 
 
It is the responsibility of the Care Manager to ensure the timely completion of the LOC redetermination process. The 
annual LOC redetermination must be reviewed and approved by a QIDP who is familiar with the participant's 
functional level or a physician, physician's assistant or nurse practitioner. 
 
 
To be designated as a QIDP for the purpose of completing an annual LOC redetermination, an individual must meet 
the definition set forth in federal regulations at 42 CFR 483.430(a): 
(1) Has at least one year of experience working directly with individuals with intellectual disabilities or other 
developmental disabilities; and 
(2) Is one of the following: 
(i) A Doctor of medicine or osteopathy; 
(ii) Registered Nurse (RN); 
(iii) An individual who holds a least a  bachelor’s degree in a professional category specified in paragraph (b)(5) of 

section 483.430(b)(5). 

It is a  function of the Care Manager to ensure the timely completion of the LOC redetermination. The timely completion 
of LOC re-evaluations are reviewed by OPWDD's Division of Quality Improvement (DQI) during the Person-Centered 
Review. The timely LOC reevaluation is also reviewed for a sample of participants during the annual DOH LP review. 

The OPWDD record retention standard for all major written and/or electronic records/documents related to service 
provision, including the level of care, exceeds the federal minimum of 3 years. The level of care documentation is kept in 
the participant's clinical record in a paper or electronic format maintained by the Care Coordination Organization (CCO) 
or FIDA-IDD, and must be retrievable upon request by the state or other appropriate authority. The CCO provides both 
Health Home Care Management and Basic Home and Community-Based Services (HCBS) Plan Support. 
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Performance Measures

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance (or 
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
The number and percent of initial ICF/IID Level of Care (LOC) determination forms 
present in sampled CareManager records where the initialLOC was completed prior 
to the receipt of waiver services (Percentage=number of initial LOC forms present in 
the Care Manager record where the initial LOC was completed prior to the receipt of 
waiver services/total Care Manager records sampled).

Data Source (Select one):
Other
If 'Other' is selected, specify:
Division of Quality Improvement (DQI) Person-Centered Reviews

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

See QIS-a.ii.

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:
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Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

b. Sub-assurance: The levels of care of enrolledparticipants are reevaluatedat least annuallyor as 
specified in the approved waiver.

Performance Measures

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance (or 
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

c. Sub-assurance: The processes and instruments described in the approved waiver are applied 
appropriately andaccording to the approveddescription todetermine participant levelof care.

Performance Measures

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance (or 
sub-assurance), complete the following. Where possible, include numerator/denominator.
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For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

ii. If applicable, in the textboxbelow provide anynecessary additional information on thestrategies employedby the 
State to discover/identifyproblems/issues within the waiver program, including frequencyandparties responsible.

b. Methods for Remediation/Fixing Individual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information 

regarding responsible parties andGENERALmethods for problem correction. In addition, provide informationon 
the methods used by the state to document these items.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that applies): Frequency of data aggregation and analysis
(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Individual problems/deficiencies found for each of the three sub-assurances are documented by OPWDD on an 
Exit Conference Form from OPWDD to the service provider describing the error that was found with the 
requirement for correction of the specific problem by the provider. The provider for care coordination review 
must remediate within 30 days and If deficiencies are found that rise to the level of egregious, systemic, or 
pervasive, the provider/ will receive a Statement of Deficiency (SOD) requiring a Plan of Corrective Action 
(POCA). OPWDD verifies that remediationof deficiencies occurs anda required POCA has been implemented.

The operating agency (OPWDD) conducts discovery activities for LOC determinations during the annual joint 
DOH/OPWDD LP review. The operatingagency also conducts discoveryactivities for LOC determinations 
through Division of Quality Improvement (DQI) review activities, which involve theroutine statewide sampling of 
Care Manager records to review initial and reevaluations of LOC determinations.

Sampling Approach
Measures basedon the DQI PersonCenteredReview (PCR) andDQI survey sample are derived from a two-part 
sampling approach, which culminates in a total sample of approximately 1500 people receiving waiver services:

1. The first part of thesample is generated byOPWDD and is designed to cover people receiving
waiver services from each agency, since quality is assessed at both the individual and provider 
agency level. The sample is also designed to sample all HCBS waiver service types delivered to 
individuals statewide. A total of approximately 1100 people are included in the pull ensuring full 
coverage of the state.
2. The second part of the sample is generated by DOH and is a sample of 400 individuals. The 
sample size is generated by RAOSOFT and ensures that thesample willmeet a 95% confidence
levelwith a margin of error of
+/- 5%.

The totalcount included in the PCR sample is then 1500, which includes a sample of individuals by provider 
agency (1100) and sample of individuals (400).
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Other
Specify:

Annually

Responsible Party(check each that applies): Frequency of data aggregation and analysis
(check each that applies):

Continuously and Ongoing

Other
Specify:

c. Timelines
When the State does not haveallelements of the Quality ImprovementStrategy in place, providetimelines to design 
methods for discovery and remediation related to the assurance of Level of Care that are currently non-operational.

No
Yes
Please providea detailed strategy for assuringLevelof Care, thespecific timeline for implementing identified 
strategies, and the parties responsible for its operation.

Appendix B: Participant Access and Eligibility 
B-7: Freedom of Choice

Freedom of Choice. As provided in 42CFR §441.302(d), whenanindividual is determined tobe likelyto require a level ofcare 
for this waiver, the individual or his or her legal representative is:

i. informed of any feasible alternatives under the waiver; and
ii. given the choice of either institutional or home and community-based services.

a. Procedures. Specify the state's procedures for informingeligible individuals (or their legal representatives) of thefeasible 
alternatives available under the waiver and allowing these individuals to choose either institutional or waiver services. 
Identify the form(s) that are employed to document freedom of choice. The form or forms are available to CMS upon 
request through the Medicaid agency or the operating agency (if applicable).

b. Maintenanceof Forms. Per 45 CFR §92.42, written copies or electronically retrievable facsimiles of Freedom of Choice 
forms are maintained for a minimum of three years. Specify the locations where copies of these forms are maintained.

The following entities/individuals are responsible for providing information about feasible alternatives and informing 
individuals or their legal representatives about their freedom of choice between waiver and institutional services:
• Care Coordination Organization (CCO) - Care Manager
• Partners Health Plan (PHP) – Care Manager

All applicants for services who the Regional Office has determined to have a developmental disability and may qualify 
for either ICF/IID or HCB services must be verbally informed of the choice they may make between the two types of 
Medicaid funded programs. After this discussion has occurred, but before enrollment, the person, his/her advocate or 
his/her legal representative must sign form "Documentation of Choices" that indicates the person has been informed of
the two options of either ICF/IID or HCBS and has chosen HCBS. The form also states the person's choice of CCO/Care 
Manager and the right to choose waiver serviceproviders theyprefer. Theform must be signedby theapplicant orhis/her 
family/advocate.
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Appendix B: Participant Access and Eligibility 
B-8: Access to Services by Limited English Proficiency Persons 

 
Access to Services by Limited English Proficient Persons. Specify the methods that the state uses to provide meaningful access 
to the waiver by Limited English Proficient (LEP) persons in accordance with the Department of Health and Human Services 
"Guidance to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination 
Affecting Limited English Proficient Persons" (68 FR 47311 - August 8, 2003): 

 

It is the policy of OPWDD to provide effective, and culturally and linguistically responsive, communication to any person 
accessing services. The policy extends to the public seeking to access government programs and services, and any family 
members, advocates and guardians who request services. The OPWDD Language Access Policy and Procedures has a mechanism 
for providing free interpretation/translation, filing complaints, staff training on language access, and monitoring compliance and 
requests. 

 
At the point of contact staff is trained to assess language access needs and provide interpretation via telephone, video remote, or 
in-person. OPWDD vital documents are required to be translated into the top 12 languages other than English spoken in NYS. 
Information on the top 12 languages other than English can be found at the following: New York State Language Access Law 
| Office of General Services (ny.gov)  American Sign Language (ASL) is also considered a vital language. Additional requests 
for interpreters and translations outside of the top 12 languages also follow the process identified in the OPWDD Language 
Access Policy and Procedure. People are informed of their rights for effective communication (e.g., translations and interpreters 
in their preferred language) through the OPWDD website, which can be translated into other languages, at the point of admission 
through the use of “I Speak” signs, and through Rights and Responsibilities 14 NYCRR 633.4. OPWDD assessment tools have 
been updated to require communication needs for individuals, family members, or designees. 
1. Title VI of the Civil Rights Act of 1964 

   2. N.Y.S. Mental Hygiene Law §13.09(e) 
   3. 14 NYCRR 633.4(a)(15) Meeting the communication needs of non-English speaking persons seeking or receiving services 

4. NYS Language Access Law (Section 202-A, Language Translation Services, Executive Chapter 18, Article 10) 
 

Voluntary provider agencies under the auspices of OPWDD are required to adhere to the above laws and statues to meet the 
communication needs of people with developmental disabilities.  OPWDD allows agencies to access its telephonic interpretation 
service and its translated documents to benefit individuals and families who speak a language other than English. OPWDD 
modification to current assessment tools is also applicable to provider agencies. Providers will be required to capture languages 
spoken by individuals, family members, or designees. To ensure compliance with said laws and regulations, OPWDD will be 
requiring that voluntary provider agencies in the receipt of Waiver funding have an Effective Language Access Policy and 
Procedure. The Effective Language Access Policy and Procedure should, at a minimum, include: 
1. A plan for training staff about Cultural and Linguistic Competence; 
2. Service provisions that include interpretations and translations; and, 
3. Mechanisms for determining the language access needs of the service area and individuals accessing services. 

 

Appendix C: Participant Services 
C-1: Summary of Services Covered (1 of 2) 

 

a. Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case 
management is not a service under the waiver, complete items C-1-b and C-1-c: 

 

Service Type Service   

Statutory Service Day Habilitation   

Statutory Service Live-in Caregiver (42 CFR §441.303(f)(8))   

Statutory Service Prevocational Services   

Statutory Service Residential Habilitation   

The Documentation of Choices form must permanently be kept in the enrollment section of the person's care management 
record. It must be retrievable within 24 hours upon demand from an authorized state or federal agency. 
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Statutory Service Respite   

Statutory Service Supported Employment (SEMP)   

Supports for Participant Direction Community Transition Services   

Supports for Participant Direction Fiscal Intermediary (FI)   

Supports for Participant Direction Individual Directed Goods and Services   

Supports for Participant Direction Support Brokerage   

Other Service Assistive Technology - Adaptive Devices   

Other Service Community Habilitation   

Other Service Environmental Modifications (Home Accessibility)   

Other Service Family Education and Training   

Other Service Intensive Behavioral Services   

Other Service Pathway to Employment   

Other Service Vehicle Modifications   

 
 

Appendix C: Participant Services 
C-1/C-3: Service Specification 

 
 

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable). 
Service Type: 

Service: 

 
Alternate Service Title (if any): 

 

 

HCBS Taxonomy: 
 
 

Category 1: Sub-Category 1: 
 

 

Category 2: Sub-Category 2: 
 

 

Category 3: Sub-Category 3: 
 

Service Definition (Scope): 
Category 4: Sub-Category 4: 

 

Day Habilitation 

Statutory Service 

04 Day Services 04020 day habilitation 

15 Non-Medical Transportation 15010 non-medical transportation 
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Assistance with acquisition, retention or improvement in self-help, socialization and adaptive skills including 
communication, travel and adult education that regularly takes place in a  non-residential setting, separate 
from the person's private residence or other residential arrangement. Activities and environments are 
designed to foster the acquisition of skills, appropriate behavior, greater independence, community inclusion, 
relationship building, self- advocacy and informed choice. 
 
Day Habilitation services may also be used to support retirement activities. As some people get older they 
may no longer desire to work and may need supports to assist them in meaningful retirement activities in 
their communities. This might involve altering schedules to allow for more rest time throughout the day, 
support to participate in hobbies, clubs and/or other senior related activities in their communities. 
 
Day Habilitation services may be furnished 2 or more hours per day on a regularly scheduled basis for 1 or 
more days per week or less frequently as specified in the participant's service plan. Meals provided as part of 
these services shall not constitute a "full nutritional regimen" (3 meals per day). 
 
A supplemental version of Day Habilitation is available for individuals who do not reside in a certified 24/7 
location. This supplemental Day Habilitation is provided outside the 9am-3pm weekday time period, and 
includes late afternoon, evenings, and weekends. Day Habilitation and Supplemental Day Habilitation cannot 
be delivered at the same time. 
 
All Day Habilitation services (including Supplemental services) have the same service description and focus 
on enabling the participant to attain or maintain his or her maximum functional level and shall be coordinated 
with any physical, occupational or speech therapies in the service plan. In addition, Day Habilitation services 
may serve to reinforce skills, behaviors or lessons taught in other settings. 
 
The day habilitation program is responsible for "to and from" transportation and transportation involved in 
delivering day habilitation services. There is no separate Medicaid billing for transportation to and from a 
Day Habilitation service. Additional details are available in Addendum A of this Waiver application. 
 
The State will allow the remote delivery of Day Habilitation services through the telephone or other 
technology in accordance with State, Federal, and Health Insurance Portability and Accountability Act 
(HIPAA) requirements where: 

• a certified provider agency exercising good clinical judgment determines a telehealth encounter is 
appropriate for the delivery of services to an individual; 
• the delivery of services can be effectuated via verbal prompting only; 
• the health and safety of the individual continues to be met via this service modality; and 
• the individual agrees to the delivery via telehealth. 

 
Remote delivery includes an electronic method of service delivery. More specifically, "other technology" 
includes any two-way, real-time communication technology that meets HIPAA requirements. 
 
OPWDD's guidance establishes that remote supports meet all of the following requirements: 

• The remote supports ensure the participant's rights of privacy, dignity and respect, and freedom 
from coercion and restraint. 
• The remote supports do not isolate the participant from the community or interacting with 
people without disabilities. 
• The participant has other opportunities for integration in the community via  the other Waiver 
program services the participant receives and are provided in community settings; The request to use 
remote technology must be initiated by the person and his/her representative and not the provider 
• The remote supports must be described in the person's Life Plan (LP) and Staff Action Plan (SAP). 

 
Remote supports cannot be the only service delivery provision for a  participant seeking the use of remote 
technology to deliver a given service. To be appropriate for the person, the remote delivery of services must 
be able to be effectuated via verbal prompting only. The health and safety of the individual will continue to 
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be met via telehealth delivery of the service. 
 
The request to use remote technology is confirmed as part of the person-centered planning process. People 
must have an informed choice between in person and remote supports, that is confirmed using the person-
centered planning process. The planning team must determine how the need for hands-on services can be 
met during time when remote services are provided (e.g. natural support assisting with toileting). If these 
needs cannot be met and the person's privacy assured, then the delivery of services using remote technology 
would not be appropriate. The planning team will establish an agreed upon schedule for in-person and 
remote technology-delivered services. 
 
Participants must affirmatively choose remote service provision over in-person supports. The individual 
provides written consent to the delivery via telehealth. The LP documentation will be amended to 
accommodate consent specific to the use of telehealth. The signed consent will coincide with the LP Review. 
Consent may be withdrawn by the individual and/or their representative at any time for any reason by 
contacting the Care Coordinator. The Care Coordinator will then modify the LP and follow-up with the 
provider to inform them of this change in the LP. 
 
In addition, as part of the person centered planning process the person and/or his or her representative are 
made aware that the use of remote technology for service delivery is his/her choice and permission to use 
remote technology may be withdrawn at any time. 
 
The method of services delivery per the individual’s preference is subject to ongoing review by OPWDD 
Division of Quality Improvement as part of its Person-Centered Review (PCR). 
 
Implementation of this proposal will take effect following the end date of the OPWDD COVID-19 Appendix 
K authority. 
 
For dates of service beginning July 1, 2017 provider agencies serving individuals with complex 
behavioral and/or medical support needs which exceed that of the IDD population at large will 
have the opportunity to apply for supplemental funding which would be available until the costs 
of providing care to these individuals are incorporated within their reimbursement rate. This 
supplemental funding, referred to as “Higher- Needs Funding” would be available to provider 
agencies serving individuals who are new to a Day Habilitation placement, or individuals that are 
currently receiving Day Habilitation services and who experienced a significant change in their 
behavioral and/or medical status due to a qualifying event.  A qualifying event includes but is not 
limited to accidents or events resulting in serious personal injury with hospital admission and/or 
substantial medical treatment/intervention which results in a significant change in functioning as 
defined below (i.e., due to motor vehicle accidents, slips/trips/falls, burns, poisoning, choking, 
falling objects, physical assault, physical injury pursuant to negligent personal care and treatment, 
or injury during use of equipment such as lifts, bathers, etc.), a major psychiatric event or 
decompensation resulting in inpatient psychiatric hospitalization that leads to a significant change 
in behavioral functioning, a major medical event (such as a stroke) or prolonged illness that 
results in significant changes in medical functioning. 

A “significant change” is a decline in a person’s behavioral and/or medical status or 
functioning that has occurred within the previous six months and: 
A) Will not normally resolve itself without intervention by staff, i.e., it is not “self-

remitting”; 
B) Impacts more than one area of the person’s medical/health and/or behavioral status; 
C) Requires professional review and/or revision of the individual’s care plan; and 
D) Results in the newly identified need for enhanced direct support and/or clinical 

hours to address increased oversight and/or supervision to maintain health and 
safety. 

The interim rate will be based upon the utilization of a separately calculated threshold level that the 
individual falls within. The only difference between the interim rate and the provider’s rate calculated in 
accordance with the methodology described in the OPWDD Comprehensive Waiver agreement is the 
inclusion of additional direct care support hours based on an initial clinical review. 
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An initial clinical review will be conducted to determine an individual’s threshold level in one of the three 
“Higher- Needs Funding” threshold levels described below. The “Higher-Needs Funding” (interim rate) will 
cease when the additional costs for serving the individual(s) with Higher-Needs are included in a Provider’s 
CFR used for the purpose of rebasing. Following the initial clinical review, individuals who qualify for 
“Higher-Needs Funding” will be subject to a clinical review every 6 months to determine their current threshold 
level based upon their needs since their initial clinical review conducted during their Day Habilitation 
placement or significant change in their medical and/or behavioral status. Using a 10% sample, on an annual 
basis, the State will verify the fiscal integrity of the Higher-Needs Funding. 
 
The “Higher-Needs Funding” establishes three tiers: 

• Tier 1 – individuals who receive Day Habilitation services and have a Developmental Disabilities 
Profile (DDP- 2) with a behavioral or medical score that is at or higher than 1.5 standard deviations from 
the mean in either category, and lower than 2 standard deviations. Funding for an additional .95 direct 
support hours per unit will be provided. 
• Tier 2 - individuals who receive Day Habilitation services and have a  DDP-2 with a  behavioral or 
medical score that is at or higher than 2 standard deviations from the mean in either category, and lower 
than 2.5 standard deviations. Funding for an additional 1.90 direct support hours per unit will be 
provided. 
• Tier 3 - individuals who receive Day Habilitation services and have a  DDP-2 with a  behavioral or 
medical score that is at or higher than 2.5 standard deviations from the mean in either category. Funding 
for additional direct support hours will be determined based upon a standardized assessment and core 
exception process, which is structured by the need of additional staffing, provider qualifications, higher 
clinical support hours and other influential factors provided for each individual. 
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Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E 

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person 

Relative

Legal Guardian 
Provider Specifications:

Provider Category Provider Type Title

Agency non-profit organization or state

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: StatutoryService 
Service Name: Day Habilitation

Provider Category:

Provider Type:

ProviderQualifications 
License (specify):

Certificate (specify):

Day Habilitation services may be delivered one-on-one or to a group of individuals.

Day Habilitation andSupplementalDayHabilitation cannot be billed as overlapping services. Supplemental services 
are not available to individuals residing in certified residential settings, because the residence is paid for staffing on 
weekday evenings and anytime on weekends.

OPWDD has established a maximum daily amount of services that are available to individuals based upon their 
residence. Individuals residing in certified settings arelimited toa maximum of six hours of non-residentialservices 
(or its equivalent) which must begin no later than 3 pm on weekdays.

Day Habilitation services will not include funding for direct, hands-on physical therapy, occupational therapy, 
speech therapy, nutrition, or psychology services. Onlynutrition services directly related to the habilitationservice
and psychology services that support the person’s need for behavioral supports in the service setting will be 
included in the rate for the Day Habilitation Service.

Agency

non-profit organization or state
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Other Standard (specify): 

 
OPWDD establishes standards for providers of waiver services, reviews completed provider applications 
and for qualified providers, issues Waiver provider agreements that allow participation in the waiver 
program, provides the application for eMedNY and issues operating certificates for all waiver services. 
The DOH Division of Operations then reviews the completed eMedNY application and 
recommendations made by OPWDD, completes an in depth review that incorporates four different 
sanction searches: eMedNY Sanction, NYS OMIG, HHS-OIG, and Excluded Parties List on the 
providers board members and managing employees. If found to be appropriate, the DOH Division of 
Operations then issues a Medicaid provider agreement to enroll the voluntary provider in the NYS 
Medicaid program in accordance with regulations found at Part 504 of 18 NYCRR. For contracted 
providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible to ensure that 
the provider is one that is approved by OPWDD to provide HCBS waiver services . 

 
OPWDD directly provides HCBS waiver services through its State Operations Offices. In addition, 
HCBS waiver services are provided by provider agencies which are non-profit organizations. Non-profit 
organizations include: non- profit corporations formed under New York State Law or authorized to do 
business in New York, local government units, or organizations created by an act of the New York State 
Legislature for charitable purposes which include providing services to persons with developmental 
disabilities. 

 
If the provider agency employs professional clinical staff, that staff person must have the appropriate 
credentials stipulated by the OPWDD and/or the NYS Department of Education under the following 
regulations and laws: 
• Nursing (8 NYCRR Part 64, and Education Law Title 8, Article 139) 
• Speech Language Pathologist (8 NYCRR Part 75, and Education Law Title 8, Article 159) 
• Psychology (8 NYCRR Part 72, and Education Law Title 8, Article 153) 
• Social Work (8 NYCRR Part 74, and Education Law Title 8, Article 154) 
• Rehab Counselor (14 NYCRR Part 679.99) 
• Dietetics/Nutrition (8 NYCRR Part 79, and Education Law Title 8, Article 157) 
• Occupational Therapy (8 NYCRR Part 76, and Education Law Title 8, Article 156) 
• Physical Therapy (8 NYCRR part 77, and Education Law Title 8, Article 136) 
• Applied Behavioral Sciences Specialist (8 NYCRR Part 79, and Education Law Title 8, Article 167). 
• Behavioral Intervention Specialist (14 NYCRR part 633-16.b(32) 
Direct support professionals must have completed the training stipulated in 14 NYCRR Part 633.8. 
Provider agencies must comply with 14 NYCRR Part 633, "Protections of Individuals Receiving 
Services", including Criminal Background Check (CBC) screening. Provider agencies must also comply 
with the Part 624, "Reportable Incidents and Client Abuse", Part 625, “Events and Situations that are 
Not Under the Auspices of an Agency”, Part 635, "General Quality Control and Administrative 
Requirements", and Part 636, “Services and Supports for Individuals with Developmental Disabilities”. 
OPWDD directs provider agencies to screen staff against the Medicaid Excluded Provider lists 
maintained by the Department of Health and the HHS Office of the Inspector General. 

 
 
Verification of Provider Qualifications 

Entity Responsible for Verification: 
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Frequency of Verification: 

 
 
 
 
 
 
 
 
 

Appendix C: Participant Services 
C-1/C-3: Service Specification 

 
 

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable). 
Service Type: 

Service: 

 
Alternate Service Title (if any): 

 

 

HCBS Taxonomy: 
 
 

Category 1: Sub-Category 1: 
 

 

Category 2: Sub-Category 2: 
 

 

Category 3: Sub-Category 3: 
 

 

 

For contracted providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is 
responsible to ensure that the provider is one that is approved by OPWDD to provide HCBS waiver 
services. The OPWDD approval is based upon its review that the entity is fiscally viable and meets the 
minimum standards to deliver HCBS waiver services including satisfactory character, competence, 
education and experience. The FIDA-IDD is responsible for verifying appropriate credentials for 
professional staff and compliance with applicable State and Federal regulations and requirements when 
licensed staff deliver waiver services . 
OPWDD is responsible to verify provider qualifications. Routine reviews of all providers are performed 
by OPWDD's Division of Quality Improvement (DQI). During these reviews, DQI reviews provider 
compliance with the Criminal Background Check (CBC) regulations, the Part 633.8 training 
requirements, and other applicable requirements. 

Live-in Caregiver (42 CFR §441.303(f)(8)) 

Statutory Service 

07 Rent and Food Expenses for Live-In Caregiver 07010 rent and food expenses for live-in caregiver 

NYS performs routine reviews of all OPWDD providers including providers contracted with the FIDA-
IDD Plan. For providers that bill eMedNY directly for waiver services,  routine reviews of providers 
through samples of individuals in the waiver are performed by OPWDD’s Division of Quality 
Improvement (DQI). Providers are reviewed on a  routine basis and may receive an operating certificate 
for up to a 3-year period of time. 
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Agency

Service Definition (Scope):
Category 4: Sub-Category 4:

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E 

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person 

Relative

Legal Guardian 
Provider Specifications:

Provider Category Provider Type Title

Agency non-profit organization, state, or self-directed with fiscal employer agent

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Live-in Caregiver (42CFR §441.303(f)(8)) 

Provider Category:

Provider Type:

ProviderQualifications 
License (specify):

Live-in Caregiver is an unrelated care provider who resides in the same household as the waiver participant and 
provides supports to address the participant's physical, social, or emotional needs in order for the participant to live 
safely andsuccessfully in his or her own home. The Live-in Caregiver must be unrelated to theparticipant byblood 
or marriage to any degree.

Payment for this service will cover the additional costs of rent and food that can be reasonably attributed to an 
unrelated live-in personalcaregiver whoresides in the samehousehold as thewaiver participant. Room andboard 
includes rent, utilities and food. The method for determining the amount paid is specified in Appendix I-6.

Payment willnot be made directly to thelive-in caregiver. Paymentwill be made toa provider agency thatwill in 
turn transfer the appropriate amount of funds to the participant.

The participant must reside in their own home or leasedresidence. Paymentwillnot be made when theparticipant 
lives in the caregiver’s home, in a residence that is owned or leased by the provider of Medicaid services, in a 
Family Care home, or any other residential arrangement where the participant is not directly responsible for the 
residence.

The need for Live-in Caregiver will be documented in the participant’s plan of care.

No limits will be applied to the service rendered by the live-in caregiver to the enrollee.

non-profit organization, state, or self-directed with fiscal employer agent
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Certificate (specify): 

 

Other Standard (specify): 
 

OPWDD establishes standards for providers of waiver services, reviews completed provider applications 
and for qualified providers, issues Waiver provider agreements that allow participation in the waiver 
program, provides the application for eMedNY and issues operating certificates for all waiver services. 
The DOH Division of Operations then reviews the completed eMedNY application and 
recommendations made by OPWDD, completes an in depth review that incorporates four different 
sanction searches: eMedNY Sanction, NYS OMIG, HHS-OIG, and Excluded Parties List on the 
providers board members and managing employees. If found to be appropriate, the DOH Division of 
Operations then issues a Medicaid provider agreement to enroll the voluntary provider in the NYS 
Medicaid program in accordance with regulations found at Part 504 of 18 NYCRR. For contracted 
providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible to ensure that 
the provider is one that is approved by OPWDD to provide HCBS wa iver services . 

 
OPWDD directly provides HCBS waiver services through its State Operations Offices. In addition, 
HCBS waiver services are provided by provider agencies which are non-profit organizations. Non-profit 
organizations include: non- profit corporations formed under New York State Law or authorized to do 
business in New York, local government units, or organizations created by an act of the New York State 
Legislature for charitable purposes which include providing services to persons with developmental 
disabilities. 

 
If the provider agency employs professional clinical staff, that staff person must have the appropriate 
credentials stipulated by the OPWDD and/or the NYS Department of Education under the following 
regulations and laws: 
• Nursing (8 NYCRR Part 64, and Education Law Title 8, Article 139) 
• Speech Language Pathologist (8 NYCRR Part 75, and Education Law Title 8, Article 159) 
• Psychology (8 NYCRR Part 72, and Education Law Title 8, Article 153) 
• Social Work (8 NYCRR Part 74, and Education Law Title 8, Article 154) 
• Rehab Counselor (14 NYCRR Part 679.99) 
• Dietetics/Nutrition (8 NYCRR Part 79, and Education Law Title 8, Article 157) 
• Occupational Therapy (8 NYCRR Part 76, and Education Law Title 8, Article 156) 
• Physical Therapy (8 NYCRR part 77, and Education Law Title 8, Article 136) 
• Applied Behavioral Sciences Specialist (8 NYCRR Part 79, and Education Law Title 8, Article 167). 
• Behavioral Intervention Specialist (14 NYCRR part 633-16.b(32) 
 
Direct support professionals must have completed the training stipulated in 14 NYCRR Part 
633.8. Provider agencies must comply with 14 NYCRR Part 633, "Protections of Individuals 
Receiving Services", including Criminal Background Check (CBC) screening. Provider 
agencies must also comply with the Part 624, "Reportable Incidents and Client Abuse", Part 
625, “Events and Situations that are Not Under the Auspices of an Agency,  
and Part 635, "General Quality Control and Administrative Requirements". OPWDD directs 
provider agencies to screen staff against the Medicaid Excluded Provider lists maintained by 
the Department of Health and the HHS Office of the Inspector General. 

Verification of Provider Qualifications 
Entity Responsible for Verification: 
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Frequency of Verification: 

 
 

 
 
 
 
 
 

Appendix C: Participant Services 
C-1/C-3: Service Specification 

 
 

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable). 
Service Type: 

Service: 

 
Alternate Service Title (if any): 

 

 

HCBS Taxonomy: 
 
 

Category 1: Sub-Category 1: 
 

 

Category 2: Sub-Category 2: 
 

 

Category 3: Sub-Category 3: 
 

Service Definition (Scope): 
Category 4: Sub-Category 4: 

 

For contracted providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is 
responsible to ensure that the provider is one that is approved by OPWDD to provide HCBS waiver 
services. The OPWDD approval is based upon its review that the entity is fiscally viable and meets the 
minimum standards to deliver HCBS waiver services including satisfactory character, competence, 
education and experience. The FIDA-IDD is responsible for verifying appropriate credentials for 
professional staff and compliance with applicable State and Federal regulations and requirements when 
licensed staff deliver waiver services . 
OPWDD is responsible to verify provider qualifications. reviews of all providers are performed by 
OPWDD's Division of Quality Improvement (DQI). During these reviews, DQI reviews provider 
compliance with the Criminal Background Check (CBC) regulations, the Part 633.8 training 
requirements, and other applicable requirements 

Prevocational Services 

Statutory Service 

04 Day Services 04010 prevocational services 

15 Non-Medical Transportation 15010 non-medical transportation 

NYS performs an  routine  review of all OPWDD providers including providers contracted with the FIDA-IDD 
Plan. For providers that bill eMedNY directly for waiver services, annual reviews of providers through samples 
of individuals in the waiver are performed by OPWDD’s Division of Quality Improvement (DQI). Providers are 
reviewed on a  routine basis and may receive an operating certificate for up to a 3 year period of time 
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Prevocational Services are those services that provide learning and work experiences, including volunteering, 
where participants can develop general, non-job-task-specific strengths and skills that contribute to 
employability in paid employment in integrated community settings and increase levels of independence. 
Services are expected to occur over a defined period of time which is determined based upon a person-centered 
planning process , and with specific outcomes to be achieved, as determined by the individual and their service 
and supports planning team through an ongoing person-centered planning process. 
 
Individuals receiving prevocational services must have employment-related goals in their person centered 
services and supports plan; the general habilitation activities must be designed to support such employment 
goals. Competitive, integrated employment in the community for which an individual is compensated at or 
above minimum wage is considered to be the optimal outcome of prevocational services. 
 
Prevocational services should enable each individual to attain the highest level of work in the most integrated 
setting and with the job matched to the individual’s interests, strengths, priorities, abilities and capabilities, 
while following applicable federal wage guidelines from the U.S. Department of Labor. Services are intended 
to develop and teach general skills. Examples include, but are not limited to: ability to communicate 
effectively with supervisors, co- workers and customers; generally accepted community workplace conduct 
and dress; ability to follow directions; ability to attend to and complete tasks; punctuality and attendance; 
appropriate behaviors in and outside the workplace; workplace problem solving skills and strategies; mobility 
training; career planning; proper use of job- related equipment and general workplace safety. 
 
Services include activities that are not primarily directed at teaching skills to perform a particular job, but at 
underlying habilitative goals (e.g., attention span, motor skills, interpersonal relations with co-workers and 
supervisors) that are associated with building skills necessary to perform work and optimally to perform 
competitive, integrated employment. 
 
Prevocational services do not include vocational services provided in facility based work settings that are not 
integrated settings in the general community workforce. 
 
There are two separate types of prevocational services: Site Based Prevocational Services and Community 
Prevocational Services. Site based prevocational services are prevocational services that are delivered in 
OPWDD certified non-residential facilities. Community prevocational services are provided primarily in 
community settings, as regulated by OPWDD. All prevocational services are delivered in the most integrated 
setting appropriate to the needs of the individual, except under limited circumstances specified in the 
regulations (e.g. when service delivery in the community may jeopardize the health and safety of individuals). 
 
Prevocational services may not be provided if funding is available under section 110 of the Rehabilitation Act 
of 1973 or the IDEA (20 U.S.C. 1401 et seq.) 
 
The service may be provided in the community or a worksite (where the person makes less than 50% of the 
minimum or prevailing wage) to introduce the participant to the world of work, use of transportation options 
and adult education resources that will contribute to learning about employment. Transportation costs may be 
part of an agency rate depending upon the needs of the individual(s) and the availability of public 
transportation. Additional details are available in Addendum A of this Waiver application. 
 
Community Prevocational Services will be reimbursed at an hourly fee and Site Based Prevocational Services 
will be reimbursed at a  daily rate. Effective October 1, 2020, the rate setting regions for Community 
Prevocational Services will be realigned with the rate setting regions already in use for Community 
Habilitation regions. 
 
The State will allow the remote delivery of Prevocational Services through the telephone or other 
technology in accordance with State, Federal, and Health Insurance Portability and Accountability Act 
(HIPAA) requirements where: 

• a certified provider agency exercising good clinical judgment determines a telehealth encounter is 
appropriate for the delivery of services to an individual; 
• the delivery of services can be effectuated via verbal prompting only; 

 

• the health and safety of the individual continues to be met via this service modality; and 
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Specify applicable (if any) limits on the amount, frequency, or duration of this service: 

 

• the individual agrees to the delivery via telehealth. 
 
Remote delivery includes an electronic method of service delivery. More specifically, "other technology" 
includes any two-way, real-time communication technology that meets HIPAA requirements. 
 
OPWDD's guidance establishes that remote supports meet all of the following requirements: 

• The remote supports ensure the participant's rights of privacy, dignity and respect, and freedom 
from coercion and restraint. 
• The remote supports do not isolate the participant from the community or interacting with 
people without disabilities. 
• The participant has other opportunities for integration in the community via  the other Waiver 
program services the participant receives and are provided in community settings; The request to use 
remote technology must be initiated by the person and his/her representative and not the provider 
• The remote supports must be described in the person's Life Plan (LP) and Staff Action Plan (SAP). 

 
Remote supports cannot be the only service delivery provision for a  participant seeking the use of remote 
technology to deliver a given service. To be appropriate for the person, the remote delivery of services must be 
able to be effectuated via verbal prompting only. The health and safety of the individual will continue to be met 
via telehealth delivery of the service. 
 
The request to use remote technology is confirmed as part of the person-centered planning process. People must 
have an informed choice between in person and remote supports, that is confirmed using the person-centered 
planning process. The planning team must determine how the need for hands-on services can be met during 
time when remote services are provided (e.g. natural support assisting with toileting). If these needs cannot be 
met and the person's privacy assured, then the delivery of services using remote technology would not be 
appropriate. The planning team will establish an agreed upon schedule for in-person and remote technology-
delivered services. 
 
Participants must affirmatively choose remote service provision over in-person supports. The individual 
provides written consent to the delivery via telehealth. The LP documentation will be amended to accommodate 
consent specific to the use of telehealth. The signed consent will coincide with the LP Review. Consent may be 
withdrawn by the individual and/or their representative at any time for any reason by contacting the Care 
Coordinator. The Care Coordinator will then modify the LP and follow-up with the provider to inform them of 
this change in the LP. 
 
In addition, as part of the person centered planning process the person and/or his or her representative are made 
aware that the use of remote technology for service delivery is his/her choice and permission to use remote 
technology may be withdrawn at any time. 
 
The use of remote technology is subject to ongoing review by OPWDD Division of Quality Improvement as part 
of its Person-Centered Review (PCR). 
 
Implementation of this proposal will take effect following the end date of the OPWDD COVID-19 Appendix K 
authority. 
 

OPWDD has established a maximum daily amount of services that are available to individuals based upon their residence. For 
individuals residing in a non-certified or certified setting site based prevocational services are limited to a maximum of one full 
unit per day. Community prevocational services are limited to a  maximum of 6 hours per day. There are billing limits when 
combining services in one day and they are outlined in 14 NYCRR 635-10.5. 
Individuals residing in certified settings are limited to a  maximum of six hours of non-residential services (or its equivalent) 
which must begin no later than 3 pm on weekdays. The exception to this time of day restriction is employment services, as 
many individuals have jobs where supports are required on weekday evenings and weekends. 
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Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person 

Relative

Legal Guardian 
Provider Specifications:

Provider Category Provider Type Title

Agency non-profit organization or state

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service 
Service Name: Prevocational Services

Provider Category:

Provider Type:

ProviderQualifications 
License (specify):

Certificate (specify):

Other Standard (specify):

Agency

non-profit organization or state

OPWDD establishes standards for providers of waiver services, reviews completed provider applications 
and for qualified providers, issues Waiver provider agreements that allow participation in the waiver 
program, provides the application for eMedNY and issues operating certificates for all waiver services. 
The DOH Division of Operations then reviews the completed eMedNY application and 
recommendations made by OPWDD, completes an in depth review that incorporates four different 
sanction searches: eMedNY Sanction, NYS OMIG, HHS-OIG, and Excluded Parties List on the 
providers board members and managing employees. If found to be appropriate, the DOH Division of 
Operations then issues a Medicaid provider agreement to enroll the voluntary provider in the NYS 
Medicaid program in accordance with regulations found at Part 504 of 18 NYCRR. For contracted 
providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible to ensure that 
the provider is one that is approved by OPWDD to provide HCBS waiver services.

OPWDD directly provides HCBS waiver services through its State Operations Offices. In addition, 
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Verification of Provider Qualifications 

Entity Responsible for Verification: 
 

 

Frequency of Verification: 
 

For contracted providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible to ensure that the 
provider is one that is approved by OPWDD to provide HCBS waiver services. The OPWDD approval is based upon its 
review that the entity is fiscally viable and meets the minimum standards to deliver HCBS waiver services including 
satisfactory character, competence, education and experience. The FIDA-IDD is responsible for verifying appropriate 
credentials for professional staff and compliance with applicable State and Federal regulations and requirements when 
licensed staff deliver waiver services. 
OPWDD is responsible to verify provider qualifications.  Routine reviews of all providers are performed 
by OPWDD's Division of Quality Improvement (DQI). During these reviews, DQI reviews provider 
compliance with the Criminal Background Check (CBC) regulations, the Part 633.8 training requirements, 
and other applicable requirements. 
 

HCBS waiver services are provided by provider agencies which are non-profit organizations. Non-
profit organizations include: non- profit corporations formed under New York State Law or authorized 
to do business in New York, local government units, or organizations created by an act of the New 
York State Legislature for charitable purposes which include providing services to persons with 
developmental disabilities. 
 
If the provider agency employs professional clinical staff, that staff person must have the appropriate 
credentials stipulated by the OPWDD and/or the NYS Department of Education under the following 
regulations and laws: 

• Nursing (8 NYCRR Part 64, and Education Law Title 8, Article 139) 
• Speech Language Pathologist (8 NYCRR Part 75, and Education Law Title 8, Article 159) 
• Psychology (8 NYCRR Part 72, and Education Law Title 8, Article 153) 
• Social Work (8 NYCRR Part 74, and Education Law Title 8, Article 154) 
• Rehab Counselor (14 NYCRR Part 679.99) 
• Dietetics/Nutrition (8 NYCRR Part 79, and Education Law Title 8, Article 157) 
• Occupational Therapy (8 NYCRR Part 76, and Education Law Title 8, Article 156) 
• Physical Therapy (8 NYCRR part 77, and Education Law Title 8, Article 136) 
• Applied Behavioral Sciences Specialist (8 NYCRR Part 79, and Education Law Title 8, Article 167) 
• Behavioral Intervention Specialist (14 NYCRR part 633-16.b(32). 

 
Direct support professionals must have completed the training stipulated in 14 NYCRR Part 633.8. 
Provider agencies must comply with 14 NYCRR Part 633, "Protections of Individuals Receiving 
Services", including Criminal Background Check (CBC) screening. Provider agencies must also 
comply with the Part 624, "Reportable Incidents and Client Abuse", Part 625, “Events and Situations 
that are Not Under the Auspices of an Agency” , Part 635, "General Quality Control and 
Administrative Requirements", and Part 636, “Services and Supports for Individuals with 
Developmental Disabilities”. OPWDD directs provider agencies to screen staff against the Medicaid 
Excluded Provider lists maintained by the Department of Health and the HHS Office of the Inspector 
General. 
 

NYS performs a routine review of all OPWDD providers including providers contracted with the FIDA-IDD Plan. For 
providers that bill eMedNY directly for waiver services, annual reviews of providers through samples of individuals in 
the waiver are performed by OPWDD’s Division of Quality Improvement (DQI). Providers are reviewed on a  routine 
basis and may receive an operating certificate for up to a 3 year period of time. 
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Appendix C: Participant Services 

C-1/C-3: Service Specification 
 
 

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable). 
Service Type: 

Service: 

 
Alternate Service Title (if any): 

 

 

HCBS Taxonomy: 
 
 

Category 1: Sub-Category 1: 
 

 

Category 2: Sub-Category 2: 
 

 

Category 3: Sub-Category 3: 
 

Service Definition (Scope): 
Category 4: Sub-Category 4: 

 

 

Residential Habilitation 

Statutory Service 

02 Round-the-Clock Services 02011 group living, residential habilitation 

15 Non-Medical Transportation 15010 non-medical transportation 

Individually tailored supports that assist with the acquisition, retention or improvement in skills 
related to living in the community. These supports include adaptive skill development, assistance 
with activities of daily living (hands- on), community inclusion and relationship building, training 
and support for independence in travel, transportation, adult educational supports, social skills, 
leisure skills, self-advocacy and informed choice skills, and appropriate behavior development that 
assists the participant to reside in the most integrated setting appropriate to his/her needs. Residential 
habilitation services are provided to individuals living in the following certified locations: 
Supervised Individualized Residential Alternatives (Supervised IRAs), Supportive Residential 
Alternatives (Supportive IRAs), and Family Care Residences. The services included in the 
residential habilitation rate for these settings are described below. 
 
Nursing supervision of direct care staff and coordination of residents’ health care needs, including 
prescriptions, medication administration and medication administration training and oversight, 
coordinating needed medical appointments, follow-up reports from medical appointments, follow-up and 
interface with hospital staff regarding Emergency Room visits and other hospitalizations. 
 
Professional services of a  Registered Nurse or Licensed Practical Nurse, delivered in the residence, 
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may be accessed using State Plan Nursing, under the following conditions: 
• The service is ordered by a physician and prior authorized by the Department of 
Health based upon the health care needs of the person that cannot be met with residential 
staffing alone (both Direct Support Professionals & clinicians who work for the 
Residential Habilitation service provider); and 
• The Registered Nurse or Licensed Practical Nurse who delivers the State Plan 
Nursing service is not employed by the agency providing the Residential Habilitation 
service to the person. 

 
Supervised IRAs: In addition to habilitation, protective oversight, and supervision services 
delivered at the residence, the Medicaid residential habilitation rate for Supervised IRA homes 
shall reimburse the additional services and supplies outlined below. Since funding for these 
services and supplies is included in the residential habilitation rate, there will be no separate 
Medicaid billing of equivalent State Plan or waiver services on behalf of Supervised IRA 
residents: 

• Program-related transportation, including transportation to and from recreational 
and community inclusion activities. 
• Non-emergency transportation to and from all out-patient medical, dental, and 
clinical service appointments required by residents. 
• Habilitation, protective oversight, and supervision services promoting community 
inclusion, socialization, and recreational activities outside of the premises during 
weekday evenings and anytime on weekends. 
 

There is an exception for supported employment, prevocational services, and pathway to 
employment provided at an integrated work or volunteer site located in the community and not in 
setting that is certified by OPWDD. An exception is also allowed for community habilitation or 
personal care services that are provided at the resident’s place of integrated, competitive 
employment. Community Habilitation services may be delivered in a Supervised IRA on 
weekdays with a start time before 3pm. The provision of Community Habilitation in the certified 
residential setting may be authorized when the person is unable to participate in another HCBS 
habilitation service outside the residence due to his or her health status, the person chooses this 
mode of service delivery, and the person has regular opportunities for community integration 
activities and the provision of this service does not tend to isolate the person. Implementation of 
this proposal will take effect following the end date of the OPWDD COVID-19 Appendix K 
authority. 
 
Residents of IRAs are not eligible for Respite Services separately billed to Medicaid, unless the 
resident receives Intensive Respite services from a Crisis Services for Individuals with Intellectual 
and/or Developmental Disabilities (CSIDD) provider at a  CSIDD Resource Center or a  resident 
participates in a respite program targeting seniors over the age of 60 and the services are taking 
place outside the residence. The allowance for CSIDD participants is limited to Intensive Respite 
services provided at a  Resource Center to address the crisis needs of the resident  living in a 
certified residence. The allowance for individuals over 60 years of age is limited to programs 
targeting seniors where services are delivered outside the residence to address participants’ 
retirement- related needs for socialization. For services during the person’s stay at a  CSIDD 
Resource Center, the time spent in Respite will be counted towards the available retainer day limit. 
No additional payment will be made available. 
 
The services of personal care attendants, home health aides in the residence on weekdays or in the 
residence or in other locations on weekday evenings or anytime on weekends (unless related to 
employment as noted above). 
 
Supportive IRAs: In addition to habilitation, protective oversight, and supervision services 
delivered at the residence, the Medicaid residential habilitation rate for Supportive IRA homes 
shall reimburse the additional services outlined below. Since funding for these services is included 
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in the residential habilitation rate, there will be no separate Medicaid billing of equivalent State Plan or waiver 
services on behalf of Supportive IRA residents: 

• Program-related transportation, including transportation to and from recreational and 
community inclusion activities. 
• Non-emergency transportation to and from all out-patient medical, dental, and clinical service 
appointments required by residents. 
• Effective 6/1/14 and thereafter, the following additional services shall be included in the 
supportive IRA residential habilitation rate: 
• Habilitation, protective oversight, and supervision services promoting community inclusion, 
socialization, and recreational activities outside of the premises during weekday evenings and anytime 
on weekends. There is an exception of supported employment, prevocational services, and pathway to 
employment provided at an integrated work or volunteer site located in the community and not in setting 
that is certified by OPWDD. An exception is also allowed for community habilitation or personal care 
services that are provided at the resident’s place of integrated, competitive employment. Community 
Habilitation services may be delivered in a Supportive IRA on weekdays with a  start time before 3pm. 
The provision of Community Habilitation in the certified residential setting may be authorized when the 
person is unable to participate in another HCBS habilitation service outside the residence due to his or 
her health status, the person chooses this mode of service delivery, and the person has regular 
opportunities for community integration activities and the provision of this service does not tend to 
isolate the person. Implementation of this proposal will take effect following the end date of the 
OPWDD COVID- 19 Appendix K authority. 
• Services of personal care attendants and home health aides in the residence on weekdays or in the 
residence and in other locations on weekday evenings or anytime on weekends (unless related to 
employment as noted above). 
• Residents of IRAs are not eligible for Respite Services separately billed to Medicaid, unless the 
resident receives Intensive Respite services from a Crisis Services for Individuals with Intellectual and/or 
Developmental Disabilities (CSIDD) provider at a  CSIDD Resource Center or a resident participates in a 
respite program targeting seniors over the age of 60 and the services are taking place outside the 
residence. The allowance for CSIDD participants is limited to Intensive Respite services provided at a 
Resource Center to address the crisis needs of the resident living in a certified residence. During the 
resident’s stay at a  CSIDD Resource Center, the Residential Habilitation provider is eligible to be 
counted toward the available retainer day limit.  The allowance for individuals over 60 years of age is 
limited to programs targeting seniors where services are delivered outside the residence to address 
participants’ retirement- related needs for socialization.  

 
Family Care Homes: In addition to habilitation, protective oversight, and supervision services delivered at the 
residence, the Medicaid residential habilitation rate for Family Care Homes shall reimburse the additional 
services outlined below. Since funding for these services is included in the residential habilitation rate, there 
will be no separate Medicaid billing of equivalent State Plan or waiver services on behalf of Family Care Home 
residents: 

• Program-related transportation, including transportation to and from recreational and 
community inclusion activities. 
• Effective 6/1/14 and thereafter, the following additional services shall be included family 
care residential habilitation rate: 
• Habilitation, protective oversight, and supervision services promoting community inclusion, 
socialization, and recreational activities outside of the premises during weekday evenings and anytime 
on weekends. There is an exception for supported employment, prevocational services, and pathway to 
employment provided at an integrated work or volunteer site located in the community and not in setting 
that is certified by OPWDD. An exception is also allowed for community habilitation or personal care 
services that are provided at the resident’s place of integrated, competitive employment. Community 
Habilitation services may be delivered in a Family Care Home on weekdays with a start time before 
3pm. The provision of Community Habilitation in the certified residential setting may be authorized 
when the person is unable to participate in another HCBS habilitation service outside the residence due 
to his or her health status, the person chooses this mode of service delivery, and the person has regular 
opportunities for community integration activities and the provision of this service does not tend to 
isolate the person. Implementation of this proposal will take effect following the end date of the 
OPWDD 
COVID-19 Appendix K authority. 
• Services of personal care attendants and home health aides in the residence during weekdays or in 
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the residence and in other locations on weekday evenings or anytime on weekends (unless related to 
employment as noted above). 
• Residents of Family Care Homes are not eligible for Respite Services separately billed to 
Medicaid, unless the resident receives Intensive Respite services from a Crisis Services for 
Individuals with Intellectual and/or Developmental Disabilities (CSIDD) provider at a  CSIDD 
Resource Center or an individual participates in a  respite program targeting seniors over the age of 
60 and the services are taking place outside the residence.  The allowance for CSIDD participants is 
limited to Intensive Respite services provided at a  Resource Center to address the crisis needs of the 
individual living in a certified residence. During the resident’s stay at a resource center, the 
Residential Habilitation provider is eligible to count these days toward the available retainer day 
limit.  The allowance for individuals over 60 years of age is limited to programs targeting seniors 
where services are delivered outside the residence to address participants’ retirement-related needs 
for socialization.  

 
The provision of in-residence service delivery may be appropriate for people who are elderly (age 65 or 
greater), medically frail and/or who have behavioral health needs. Medical frailty and behavioral health 
needs are documented by a standardized assessment tool. In order to use in-residence services for a person 
with behavioral health needs, the person must have a Behavioral Support Plan that outlines the clinical 
and/or behavioral criteria  that must be met to justify provision of in-residence services for the person on a 
given day. 
 
OPWDD's guidance establishes that in-residence services will meet all of the following requirements: 
• The in-residence services ensure the participant's rights of privacy, dignity and respect, and freedom from 
coercion and restraint. 
• The in-residence services do not isolate the participant from the community or interacting with people without 
disabilities. 
• The participant has other opportunities for integration in the community via  the other Waiver program services the 
participant receives and are provided in community settings; The request to use in-residence services must be initiated by 
the person and his/her representative and not the provider 
• The remote supports must be described in the person's Life Plan (LP) and SAP. 
 
Service Definition continued below. 
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Specify applicable (if any) limits on the amount, frequency, or duration of this service: 

 

Service Definition continued from above. 
 
To be appropriate for the person, the In-residence service must be able to meet the health and safety needs of the person. 
 
The request to use in-residence services is confirmed as part of the person-centered planning process. People must have an 
informed choice between in-residence services and services available at another location, that is confirmed using the person-
centered planning process. OPWDD's guidance establishes that when these services are provided in a residence at least 51% 
of a person’s Community Habilitation services should be provided away from the home. If the actual schedule does not 
provide that level of outside activity, then the SAP should contain information which explains why any portion of the day 
services may take place in the home. Plans which justify day services occurring in the home should retain a community 
focus in accordance with the person’s interests and abilities. For those individuals it would be expected that people from the 
community or community-oriented activities could be brought into the home or, if the person were unable to interact with 
anyone, that fact would be so noted. 
 
Participants must affirmatively choose in-residence service provision. The individual provides written consent to the delivery 
of in-residence services. The LP documentation will be amended to accommodate consent specific to this 
in-residence service delivery. The signed consent will coincide with the LP Review. Consent may be withdrawn by the 
individual and/or their representative at any time for any reason by contacting the Care Coordinator. The Care Coordinator 
will then modify the LP and follow-up with the provider to inform them of this change in the LP. 
 
Additionally, as part of the on-going person-centered planning process the person’s choice to receive Community 
Habilitation and the choice to receive that service in the residence is confirmed during LP review meetings. The person 
and/or his or her representative may request a  change to the in-residence service delivery by contacting the care manager. 
 
 The method and location of service provision is subject to ongoing review by OPWDD Division of Quality Improvement as 
part of its Person-Centered Review (PCR) and review of the individual’s preferences 
 
It is expected that stays in the Resource Center do not exceed 10 days. In cases where a person clinically requires a planned 
admission of longer than 10 days, a  request to extend the stay beyond the anticipated discharge date must be submitted to the 
DDRO as soon as possible for approval. These requests must include a Request for Extension of Resource Center Admission 
form and provide clear evidence that the request is clinically necessary. This evidence must include, but is not limited to: 
Reasons for extension request; and 
The goals anticipated to be reached within the requested extension period. 
 
If the DDRO approves the Request for Extension, the Resource Center admission may continue as outlined within the 
modified treatment and discharge plans. If the Request for Extension is denied, the CSIDD provider must work with the 
person's system of support to ensure all necessary services are in place at the time of discharge. 
 
Payment is not made for the cost of room and board, including the cost of building maintenance, upkeep and improvement. 
The method by which the costs of room and board are excluded from payment for Residential Habilitation is specified in 
Appendix I-5. Payment is not made, directly or indirectly, to members of the individual's immediate family, except as 
provided in Appendix C-2. 
 
For dates of service beginning July 1, 2017 provider agencies serving individuals with complex behavioral and/or medical 
support needs which exceed that of the IDD population at large will have the opportunity to apply for supplemental funding 
which would be available until the costs of providing care to these individuals are incorporated within their reimbursement 
rate. This supplemental funding, referred to as “Higher- Needs Funding” would be available to provider agencies serving 
individuals who are new to a Supervised/Supportive IRA placement, or individuals that are currently living in a 
Supervised/Supportive IRA and who experienced a significant change in their behavioral and/or medical status due to a 
qualifying event.  A qualifying event includes, but is not limited to accidents or events resulting in serious personal injury 
with hospital admission and/or substantial medical treatment/intervention which results in a significant change in functioning 
as defined below (i.e., due to motor vehicle accidents, slips/trips/falls, burns, poisoning, choking, falling objects, phy sical 
assault, physical injury pursuant to negligent personal care and treatment, or injury during use of equipment such as lifts, 
bathers, etc.), a  major psychiatric event or decompensation resulting in inpatient psychiatric hospitalization that leads to a 
significant change in behavioral functioning, a major medical event (such as a stroke) or prolonged illness that results in 
significant changes in medical functioning. 
A “significant change” is a decline in a person’s behavioral and/or medical status or functioning that has occurred within the 
previous six months and: 
Will not normally resolve itself without intervention by staff, i.e., it is not “self -remitting”; 
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Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E 

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person 

Relative

Legal Guardian 
Provider Specifications:

Provider Category Provider Type Title

Agency non-profit organization or state

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service 
Service Name: Residential Habilitation

Provider Category:

Provider Type:

ProviderQualifications 
License (specify):

Agency

non-profit organization or state

Impacts more than one area of the person’s medical/health and/or behavioral status;
Requires professional review and/or revision of the individual’s care plan; and
Results in the newly identified need for enhanced direct support and/or clinical hours to address increased oversight and/or 
supervision to maintain health and safety.
.The interim ra te will be based upon the utilization of a separately calculated threshold level that the individual falls within.

The only difference between the interim rate and the provider’s rate calculated in accordance with the methodology

described in the OPWDD Comprehensive Waiver agreement is the inclusionof additionalclinical/direct care support hours 
based on an initial clinical review.

An initial clinical review will be conducted to determine an individual’s threshold level in one of the three “Higher- Needs 
Funding” threshold levels described below. The “Higher-Needs Funding” (interim rate) will cease when the additional costs 
for serving the individual(s) with Higher-Needs are included in a Provider’s CFR used for the purpose of re-basing.
Following the initialclinical review, individuals whoqualify for “Higher-Needs Funding” will be subject to a clinical review
every 6 months to determine their current threshold levelbasedupon their needssince their initialclinical reviewconducted
during their residentialplacement or significant change in their medicaland/or behavioral status. Using a 10% sample, on an 
annual basis, the State will verify the fiscal integrity of the Higher- Needs Funding.

Service Definition continued below in Provider Qualifications.
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Service Definition continued from above. 

 
The “Higher-Needs Funding” establishes three tiers: 
• Tier 1 – individuals who live in a Supervised or Supportive IRA and have a Developmental 
Disabilities Profile (DDP-2) with a behavioral or medical score that is at or higher than 1.5 standard 
deviations from the mean in either category, and lower than 2 standard deviations. Funding for an 
additional 1,000 annual clinical/direct support hours will be provided for individuals living in a 
Supervised IRA. Funding for an additional 400 annual clinical/direct support hours will be provided for 
individuals living in a Supportive IRA. 
• Tier 2 - individuals who live in a Supervised or Supportive IRA and have a DDP-2 with a  behavioral 
or medical score that is at or higher than 2 standard deviations from the mean in either category , and 
lower than 2.5 standard deviations. Funding for an additional 2,000 annual clinical/direct support hours 
will be provided for individuals living in a Supervised IRA. Funding for an additional 800 annual 
clinical/direct support hours will be provided for individuals living in a Supportive IRA. 
• Tier 3 - individuals who live in a Supervised IRA and have a DDP-2 with a behavioral or medical 
score that is at or higher than 2.5 standard deviations from the mean in either category. Funding for 
additional annual clinical/direct support hours will be determined based upon a standardized assessment 
and core exception process, which is structured by the need of additional staffing, provider 
qualifications, higher clinical support hours and other influential factors provided for each individual. 

 
Service Limits: 
Residential Habilitation services are limited to individuals who reside in provider-managed or OPWDD 
certified residential settings including family care. 

 
Effective with service dates of 7/1/14 Residential Habilitation services will not include funding for 
direct, hands-on physical therapy, occupational therapy, speech therapy, nutritional or psychological 
services. In addition, effective 7/1/14 only nutrition services directly related to the habilitation service 
and psychology services that support the person’s need for behavioral supports in the service setting will 
be included in the rate for the Residential Habilitation Service. 

 
Effective 10/1/2015, the Residential Habilitation provider is responsible for the payment of all Aide 
Services provided in the Residence: personal care services, home health aide services, homemaker 
services, and consumer directed personal assistance programs. In addition, after 10/1/2015 Supportive 
IRAs and CRs and Family Care Homes are responsible for the reimbursement of residents’ 
Supplemental Group Day Habilitation. Residents of Supportive IRAs and CRs and Family Care Home 
can continue to receive Community Habilitation on weekday evenings and anytime on weekends 
however, the service must be reimbursed by the Residential Habilitation provider. 

 
Effective with service dates of 10/1/2015, the Residential Habilitation provider is responsible for the 
payment and provision of nutrition and psychology services to residents in Supervised IRAs and CRs. 
Nutritional services that are related to Residential Habilitation include meal planning and monitoring, 
assessment of dietary needs and weight changes, development of specialized diets, diet education, and 
food safety and sanitation. Psychology services such as behavioral assessment and intervention planning, 
delivery and review or monitoring of behavioral interventions and behavioral support services that are 
directly related to Residential Habilitation. These services must be provided by Licensed Psychologists, 
Licensed Clinical Social Workers or Behavioral Intervention Specialists. 

 
Service Limits continued below. 
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Certificate (specify): 
 

 
Other Standard (specify): 

 
OPWDD establishes standards for providers of waiver services, reviews completed provider applications 
and for qualified providers, issues Waiver provider agreements that allow participation in the waiver 
program, provides the application for eMedNY and issues operating certificates for all waiver services. 
The DOH Division of Operations then reviews the completed eMedNY application and 
recommendations made by OPWDD, completes an in depth review that incorporates four different 
sanction searches: eMedNY Sanction, NYS OMIG, HHS-OIG, and Excluded Parties List on the 
providers board members and managing employees. If found to be appropriate, the DOH Division of 
Operations then issues a Medicaid provider agreement to enroll the voluntary provider in the NYS 
Medicaid program in accordance with regulations found at Part 504 of 18 NYCRR. For contracted 
providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible to ensure that 
the provider is one that is approved by OPWDD to provide HCBS waiver services . 

 
OPWDD directly provides HCBS waiver services through its State Operations Offices. In addition, 
HCBS waiver services are provided by provider agencies which are non-profit organizations. Non-profit 
organizations include: non- profit corporations formed under New York State Law or authorized to do 
business in New York, local government units, or organizations created by an act of the New York State 
Legislature for charitable purposes which include providing services to persons with developmental 
disabilities. 

 
If the provider agency employs professional clinical staff, that staff person must have the appropriate 
credentials stipulated by the OPWDD and/or the NYS Department of Education under the following 
regulations and laws: 
• Nursing (8 NYCRR Part 64, and Education Law Title 8, Article 139) 
• Speech Language Pathologist (8 NYCRR Part 75, and Education Law Title 8, Article 159) 
• Psychology (8 NYCRR Part 72, and Education Law Title 8, Article 153) 
• Social Work (8 NYCRR Part 74, and Education Law Title 8, Article 154) 
• Rehab Counselor (14 NYCRR Part 679.99) 
• Dietetics/Nutrition (8 NYCRR Part 79, and Education Law Title 8, Article 157) 
• Occupational Therapy (8 NYCRR Part 76, and Education Law Title 8, Article 156) 
• Physical Therapy (8 NYCRR part 77, and Education Law Title 8, Article 136) 
• Applied Behavioral Sciences Specialist (8 NYCRR Part 79, and Education Law Title 8, Article 167) 
• Behavioral Intervention Specialist (14 NYCRR part 633-16.b(32). 

 
Direct support professionals must have completed the training stipulated in 14 NYCRR Part 633.8. 
Provider agencies must comply with 14 NYCRR Part 633, "Protections of Individuals Receiving 
Services", including Criminal Background Check (CBC) screening. Provider agencies must also comply 
with the Part 624, "Reportable Incidents and Client Abuse", and Part 635, "General Quality Control and 
Administrative Requirements". OPWDD directs provider agencies to screen staff against the Medicaid 
Excluded Provider lists maintained by the Department of Health and the HHS Office of the Inspector 
General. 

Verification of Provider Qualifications 
Entity Responsible for Verification: 

Service Limits continued from above. 
 
Residents of Supervised IRAs/CRs, Supportive IRAs/CRs, and Family Care Homes can receive 
Community Habilitation services on weekdays with a start time before 3 pm in the certified residence. 
The provision of Community Habilitation in the certified residential setting may be authorized when the 
person is unable to participate in another HCBS habilitation service outside the residence due to his or 
her health status, the person chooses this mode of service delivery, and the person has regular 
opportunities for community integration activities and the provision of this service does not tend to 
isolate the person. Implementation of this proposal will take effect following the end date of the 
OPWDD COVID-19 Appendix K authority. 
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Frequency of Verification: 

 
 

 
 
 
 
 
 
Appendix C: Participant Services 

C-1/C-3: Service Specification 
 
 

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable). 
Service Type: 

Service: 

 
Alternate Service Title (if any): 

 

 

HCBS Taxonomy: 
 
 

Category 1: Sub-Category 1: 
 

 

Category 2: Sub-Category 2: 
 

 

Category 3: Sub-Category 3: 
 

Service Definition (Scope): 
Category 4: Sub-Category 4: 

 

For contracted providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible 
to ensure that the provider is one that is approved by OPWDD to provide HCBS waiver services. The 
OPWDD approval is based upon its review that the entity is fiscally viable and meets the minimum 
standards to deliver HCBS waiver services including satisfactory character, competence, education and 
experience. The FIDA-IDD is responsible for verifying appropriate credentials for professional staff and 
compliance with applicable State and Federal regulations and requirements when licensed staff deliver 
waiver services. 
OPWDD is responsible to verify provider qualifications. Routine reviews of all providers are performed 
by OPWDD's Division of Quality Improvement (DQI). During these reviews, DQI reviews provider 
compliance with the Criminal Background Check (CBC) regulations, the Part 633.8 training 
requirements, and other applicable requirements. 
 

Respite 

Statutory Service 

09 Caregiver Support 09011 respite, out-of-home 

09 Caregiver Support 09012 respite, in-home 

NYS performs a routine review of all OPWDD providers, including providers contracted with the 
FIDA-IDD Plan. For providers that bill eMedNY directly for waiver services, annual reviews of 
providers through samples of individuals in the waiver are performed by OPWDD’s Division o f 
Quality Improvement (DQI). Providers are reviewed on a routine basis and may receive an operating 
certificate for up to a 3 year period of time. 
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Services provided to participants unable to care for themselves that are furnished on a short -term basis because of the 
absence or need for relief of those persons who normally provide care for the participant.  Respite care is not furnished or 
provided for the purpose of compensating relief or substitute staff in certified residential settings. There are two exceptions 
which allow people in certified residential settings to receive Respite:  1. Access to Intensive Respite from a Crisis Services 
for Individuals with Intellectual and/or Developmental Disabilities (CSIDD) Resource Center and 2. Access to a Site-Based 
Respite Service that provide a specialized program for seniors. 
 
Site-based Respite is allowed where a targeted program for seniors is provided for people over the age of 60 and only when 
services take place outside the residence. Intensive Respite services are allowed when provided by a CSIDD provider to 
address the crisis needs of the individual living in a certified residence. Admissions to the Resource Centers for Intensive 
Respite Services will be limited to cases involving unique and extenuating circumstances, as determined by OPWDD, 
following a qualifying assessment performed by OPWDD Regional Office and Central Office staff. Residents of certified 
settings continue to be ineligible for all other forms of Respite services, except for services delivered at a CSIDD Resource 
Center or a targeted seniors’ program. It is expected that stays in the Resource Center do not exceed 10 days. In cases where 
a person clinically requires a planned admission of longer than 10 days, a  request to extend the stay beyond the anticipated 
discharge date must be submitted to the DDRO as soon as possible for approval. These requests must include a Request for 
Extension of Resource Center Admission form and provide clear evidence that the request is clinically necessary. This 
evidence must include, but is not limited to: 
Reasons for extension request; and 
 
The goals anticipated to be reached within the requested extension period. 
 
If the DDRO approves the Request for Extension, the Resource Center admission may continue as outlined within the 
modified treatment and discharge plans. If the Request for Extension is denied, the CSIDD provider must work with the 
person's system of support to ensure all necessary services are in place at the time of discharge. 
 
Respite services are provided in the following locations: individual's home or place of residence or any other non- certified 
community location; Family Care home; Medicaid certified ICF/IID; Individualized Residential Alternative (IRA) or 
Community Residence (CR); and free-standing Respite facility under the auspices of OPWDD. The CSIDD Resource Center 
is a  category of free-standing Respite facility. 
 
The State will allow the remote delivery of Respite services through the telephone or other technology in accordance with 
State, Federal, and Health Insurance Portability and Accountability Act (HIPAA) requirements where: 
a certified provider agency exercising good clinical judgment determines a telehealth encounter is appropriate for the 
delivery of services to an individual; he delivery of services can be effectuated via verbal prompting only; the health and 
safety of the individual continues to be met via this service modality; and the individual agrees to the delivery via telehealth. 
 
Remote delivery includes an electronic method of service delivery. More specifically, "other technology" includes any two-
way, real-time communication technology that meets HIPAA requirements. 
 
OPWDD's guidance establishes that remote supports meet all of the following requirements: 
The remote supports ensure the participant's rights of privacy, dignity and respect, and freedom from coercion and restraint. 
The remote supports do not isolate the participant from the community or interacting with people without disabilities. 
The participant has other opportunities for integration in the community via the other Waiver program services the 
participant receives and are provided in community settings; The request to use remote technology must be initiated by the 
person and his/her representative and not the provider The remote supports must be described in the person's Life Plan (LP) 
and Staff Action Plan (SAP). 
 
Remote supports cannot be the only service delivery provision for a participant seeking the use of remote technology to 
deliver a given service. To be appropriate for the person, the remote delivery of services must be able to be effectuated via 
verbal prompting only. The health and safety of the individual will continue to be met via telehealth delivery of the service . 
 
The request to use remote technology is confirmed as part of the person-centered planning process. People must have an 
informed choice between in person and remote supports, that is confirmed using the person-centered planning process. The 
planning team must determine how the need for hands-on services can be met during time when remote services are 
provided (e.g. natural support assisting with toileting). If these needs cannot be met and the person's privacy assured, then 
the delivery of services using remote technology would not be appropriate. The planning team will establish an agreed upon 
schedule for in-person and remote technology-delivered services. 
 
Participants must affirmatively choose remote service provision over in-person supports. The individual provides written 
consent to the delivery via telehealth. The LP documentation will be amended to accommodate consent specific to the use of 
telehealth. The signed consent will last for a period of up to six (6) months to coincide with the LP Review. Consent may be 
withdrawn by the individual and/or their representative at any time for any reason by contacting the Care Coordinator. The 
Care Coordinator will then modify the LP and follow-up with the provider to inform them of this change in the LP. 
 
In addition, as part of the person-centered planning process the person and/or his or her representative are made aware that 
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the use of remote technology for service delivery is his/her choice and permission to use remote technology may be 
withdrawn at any time. 
 
The use of remote technology is subject to ongoing review by OPWDD Division of Quality Improvement as part of its 
Person-Centered Review (PCR). 
 
Implementation of this proposal will take effect following the end date of the OPWDD Appendix K temporary authority to 
address COVID-19. 
 
Federal financial participation will not be claimed for the cost of room and board except when provided as part of respite 
care in a facility approved by the State that is not a private residence. 
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Specify applicable (if any) limits on the amount, frequency, or duration of this service: 

 

Respite services are identified as the following models of services: 
• In-Home Respite Services – these services are provided in the person’s family home and may include staff 
accompanying the person to community (non-certified) settings. 
• Camp Respite Services – these services that are delivered at site-based locations that have been permitted under 
subpart 7 of the NYS sanitary code. For overnight Camp Respite Services, no more than 14 days of Camp Respite 
Services per Calendar year may be billed for an individual. For day-only Camp Respite Services, no more than 10 
hours of service may be delivered per individual per day. 
• Recreational Respite Services - these services focus on recreational activities and community integration 
activities. Service billing is limited to no more than 10 hours per individual per day. 
• Site-Based Respite Services – these services are provided in OPWDD-licensed Free Standing Respite facilities or 
in other community sites. 
• Intensive Respite Services – there are two types of Intensive Respite services that will be authorized at the 
OPWDD Regional Office level for individuals with high medical or behavioral needs who are precluded from 
participating in one of the other four categories of Respite Services. Due to the unique supports of individuals with 
high medical or behavioral needs, the staff overseeing or providing the service are either licensed professionals, 
behavioral intervention specialists (BIS) or NYS Crisis Services for Individuals with Intellectual and/or 
Developmental Disabilities (CSIDD) Clinical Team Leaders. The qualifications for CSIDD Clinical Team Leaders 
are described in the Respite Provider Qualifications section of this application. Licensed professionals for 
individuals with high medical needs include Registered Nurses (RNs) and Licensed Practical Nurses (LPNs). For 
individuals with high behavioral needs, licensed professionals include psychologists and Licensed Master Social 
Workers (LMSW). Intensive Respite Services may be delivered in any of the above Respite models (e.g., Intensive 
Respite may be provided At Home or in a Site-Based Respite program). The billing for Intensive Respite Services is 
subject to the same limits that apply to billing to the model in which the Intensive Respite Services are provided. 

 
Overnight services may be delivered under the In-Home, and Site Based Models. Reimbursement for Respite 
Services is identified in Appendix I, Addendum A of this waiver. Beginning July 1, 2017, Overnight billing and/or 
24 hour per day reimbursement will be allowed at the rates identified in Appendix I, Addendum A, for 42 days in a 
180 day period. If the Respite overnight/24 hour per day service exceeds 42 days in a 180 day period, the 
reimbursement for days in excess of 42 will be limited to the provider’s Supervised IRA Residential Habilitation 
daily rate or the regional average daily rate paid for Supervised IRA services. This limit also applies to those 
individuals who choose to self-direct their Respite services. 

 
The time documented and billed as Respite Services begins when the agency provides or pays for the transportation 
to the Respite service and returns the individual home or to another service setting at the conclusion of Respite 
service delivery. 

 
Authorization for Respite services will continue to be made by OPWDD Regional Offices based upon an 
individual’s documented behavioral support and/or medical support needs during the hours that Respite is being 
provided in order to maintain the health and safety of the individual or others in the Respite environment, such as 
peers or staff. Intensive Respite Services authorization is based upon the individual’s needs and is not tied to a 
particular Respite category or Respite setting. Intensive Respite services may be delivered in any Respite site 
location or as an “In-Home Respite” service, however, there cannot be any duplicative billing. In all cases, when 
Intensive Respite Services are billed, the provider agency must demonstrate that the staffing and oversight of the 
Respite service meets the requirements described above. 

 
Individuals who self-direct their Community Habilitation, Respite and Supported Employment services with budget 
authority, may be eligible for “Special Populations Funding” if they have been discharged from a more restrictive 
residential setting such as a developmental center as described in Addendum A to this waiver. As described in 
Appendix E, the eligible individual’s budget may be increased up to the level of the Special Populations Funding 
and therefore could be used to fund self-directed, “self-hired” staff who deliver Respite. The rate paid for the self- 
directed services follows the same limitations as are in place for all Individuals who exercise budget authority. The 
higher PRA funding is designed to provide additional supports required to assist an individual transitioning to a less 
restrictive setting. 

 
Service Delivery Method (check each that applies): 
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Participant-directed as specified in Appendix 

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person 

Relative

Legal Guardian 
Provider Specifications:

Provider Category Provider Type Title

Agency non-profit organization or state

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: StatutoryService 
Service Name: Respite

Provider Category:

Provider Type:

ProviderQualifications 
License (specify):

Certificate (specify):

Other Standard (specify):

Agency

non-profit organization or state

The required qualifications for a CSIDD Clinical Team Leader are as follows:
• Master’s degree in social work, counseling, psychology or human service field with a
• Minimum of 2 years’ experienceprovidingservices towith people whohave IDD andmentalhealth 
and/or challenging behavior needs
• At least one year supervisory experience
• Must be a certified CSIDD Coordinator within 12 months of employment as Team Leader
• Prior experience as a CSIDD Coordinator preferred.
• Directly overseenby a CSIDD ClinicalDirector whohas a Ph.D. or Psy.D. in psychology or has a 
Master’s degree in mental health, psychology or social work with a minimum of 7 years’ clinical 
experience working with the IDD/mental health population.
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OPWDD establishes standards for providers of waiver services, reviews completed provider applications 
and for qualified providers, issues Waiver provider agreements that allow participation in the waiver 
program, provides the application for eMedNY and issues operating certificates for all waiver services. 
The DOH Division of Operations then reviews the completed eMedNY application and 
recommendations made by OPWDD, completes an in depth review that incorporates four different 
sanction searches: eMedNY Sanction, NYS OMIG, HHS-OIG, and Excluded Parties List on the 
providers board members and managing employees. If found to be appropriate, the DOH Division of 
Operations then issues a Medicaid provider agreement to enroll the voluntary provider in the NYS 
Medicaid program in accordance with regulations found at Part 504 of 18 NYCRR. For contracted 
providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible to ensure that 
the provider is one that is approved by OPWDD to provide HCBS waiver services. 

 
OPWDD directly provides HCBS waiver services through its State Operations Offices. In addition, 
HCBS waiver services are provided by provider agencies which are non-profit organizations. Non-profit 
organizations include: non- profit corporations formed under New York State Law or authorized to do 
business in New York, local government units, or organizations created by an act of the New York State 
Legislature for charitable purposes which include providing services to persons with developmental 
disabilities. 

 
If the provider agency employs professional clinical staff, that staff person must have the appropriate 
credentials stipulated by the OPWDD and/or the NYS Department of Education under the following 
regulations and laws: 
• Nursing (8 NYCRR Part 64, and Education Law Title 8, Article 139) 
• Speech Language Pathologist (8 NYCRR Part 75, and Education Law Title 8, Article 159) 
• Psychology (8 NYCRR Part 72, and Education Law Title 8, Article 153) 
• Social Work (8 NYCRR Part 74, and Education Law Title 8, Article 154) 
• Rehab Counselor (14 NYCRR Part 679.99) 
• Dietetics/Nutrition (8 NYCRR Part 79, and Education Law Title 8, Article 157) 
• Occupational Therapy (8 NYCRR Part 76, and Education Law Title 8, Article 156) 
• Physical Therapy (8 NYCRR part 77, and Education Law Title 8, Article 136) 
• Applied Behavioral Sciences Specialist (8 NYCRR Part 79, and Education Law Title 8, Article 167) 
• Behavioral Intervention Specialist (14 NYCRR part 633-16.b(32). 

 
Direct support professionals must have completed the training stipulated in 14 NYCRR Part 633.8. 
Provider agencies must comply with 14 NYCRR Part 633, "Protections of Individuals Receiving 
Services", including Criminal Background Check (CBC) screening. Provider agencies must also comply 
with the Part 624, "Reportable Incidents and Client Abuse", Part 625, “Events and Situations that are 
Not Under the Auspices of an Agency, and Part 635, "General Quality Control and Administrative 
Requirements". OPWDD directs provider agencies to screen staff against the Medicaid Excluded 
Provider lists maintained by the Department of Health and the HHS Office of the Inspector General. 

Verification of Provider Qualifications 
Entity Responsible for Verification: 

 

 
 
Frequency of Verification: 

For contracted providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible 
to ensure that the provider is one that is approved by OPWDD to provide HCBS waiver services. The 
OPWDD approval is based upon its review that the entity is fiscally viable and meets the minimum 
standards to deliver HCBS waiver services including satisfactory character, competence, education and 
experience. The FIDA-IDD is responsible for verifying appropriate credentials for professional staff and 
compliance with applicable State and Federal regulations and requirements when licensed staff deliver 
waiver services. 
OPWDD is responsible to verify provider qualifications. Routine reviews of all providers are performed 
by OPWDD's Division of Quality Improvement (DQI). During these reviews, DQI reviews provider 
compliance with the Criminal Background Check (CBC) regulations, the Part 633.8 training 
requirements, and other applicable requirements. 
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Appendix C: Participant Services 
C-1/C-3: Service Specification 

 
 

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable). 
Service Type: 

Service: 

 
Alternate Service Title (if any): 

 

 

HCBS Taxonomy: 
 
 

Category 1: Sub-Category 1: 
 

 

Category 2: Sub-Category 2: 
 

 

Category 3: Sub-Category 3: 
 

  
Service Definition (Scope): 

Category 4: 
 

Sub-Category 4: 

 

  

Supported Employment 

03 Supported Employment 03022 ongoing supported employment, group 

03 Supported Employment 03030 career planning 

Statutory Service 

Supported Employment (SEMP) 

03 Supported Employment 03010 job development 

03 Supported Employment 03021 ongoing supported employment, individual 

NYS performs a routine review of all OPWDD providers including providers contracted with the FIDA-IDD 
Plan . For providers that bill eMedNY directly for waiver services, annual reviews of providers through 
samples of individuals in the waiver are performed by OPWDD’s Division of Quality Improvement (DQI). 
Providers are reviewed on a routine basis and may receive an operating certificate for up to a 3 year period of 
time. 
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Supported Employment (SEMP) services are the ongoing supports to participants who, because of their disabilities, 
need on- going support to obtain and maintain a  job in competitive or customized employment, or self-employment, 
in an integrated work setting in the general workforce for which an individual is compensated at or above the 
minimum wage. The outcome of this service is paid employment at or above minimum wage in an integrated setting 
in the general workforce, in a job that meets personal and career goals; as such, career planning is also an allowable 
service. Supported employment services can be provided through many different service models. Some of these 
models can include evidence-based supported employment or customized employment for individuals with 
significant disabilities. 

 
Supported employment services may be provided individually or in groups of two (2) to eight (8) workers with 
disabilities. Group employment may include training activities and employment services provided in regular 
business, industry and community settings. Examples include mobile crews and other business-based workgroups 
employing small groups of workers with disabilities in employment in the community. Supports provided to a group 
must be provided in a manner that promotes integration into the workplace and interaction between participants and 
people without disabilities in those workplaces. 

 
Supported employment services may include any combination of the following services: vocational/job-related 
discovery or assessment, person-centered employment planning, job placement, job development, negotiation with 
prospective employers, job analysis, job carving, training and systematic instruction, job coaching, benefits support, 
training and planning, transportation, asset development and career advancement services, and other workplace 
support services including services not specifically related to job skill training that enable the waiver participant to 
be successful in integrating into the job setting. 

 
SEMP services may also include services and supports that assist the participant in achieving self -employment 
through the operation of a business including home-based self-employment. However, Medicaid funds are not used 
to defray the expenses associated with starting up or operating a business. Assistance for self -employment may 
include: (a) aiding the participant to identify potential business opportunities; (b) assistance in the development of a 
business plan, including potential sources of business financing and other assistance in developing and launching a 
business; (c) identification of the supports that are necessary in order for the participant to operate the business; and 
(d) ongoing assistance, counseling and guidance once the business has been launched. 

 
SEMP services consist of two distinct phases: Intensive SEMP and Extended SEMP which can be provided on an 
individual or group basis. Intensive SEMP services include job development and/or intensive job coaching. If an 
individual is not employed, the service provider must document, in a format prescribed by OPWDD, the individual’s 
need for Intensive SEMP services, including information on how the services will assist the individual in obt aining 
employment. Extended SEMP services include ongoing job coaching and career development services for 
individuals who are employed. An individual is eligible for Extended SEMP if he or she is employed in an integrated 
workplace and earning at least minimum wage. 

 
Individuals receiving supported employment services may also receive prevocational, day habilitation and Pathway 
to Employment. 

 
Beginning July 1,2015 SEMP will be reimbursed at an hourly rate. For individuals who are self -directing their 
SEMP services using ‘self-hired’ staff, the maximum payment rate allowed is described in Addendum A of this 
agreement. 

 
Documentation must be maintained indicating that Supported Employment services are not available under a 
program funded under section 110 of the Rehabilitation Act of 1973 or the IDEA (20 U.S.C. 1401 et seq.). Federal 
financial participation cannot be claimed for incentive payments, subsidies, or unrelated vocational training expenses 
such as the following: 
1. Incentive payments made to an employer to encourage or subsidize the employer’s participation in supported 
employment; or 
2. Payments that are passed through to users of supported employment services. 

 
• The State will allow the remote delivery of Supported Employment services through the telephone or other technology in 

accordance with State, Federal, and Health Insurance Portability and Accountability Act (HIPAA) requirements where: a 
certified provider agency exercising good clinical judgment determines a telehealth encounter is appropriate for 
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the delivery of services to an individual; 
• the delivery of services can be effectuated via verbal prompting only; 
• the health and safety of the individual continues to be met via this service modality; and 
• the individual agrees to the delivery via telehealth. 

 
Remote delivery includes an electronic method of service delivery. More specifically, "other technology" includes 
any two-way, real-time communication technology that meets HIPAA requirements. 

 
OPWDD's guidance establishes that remote supports meet all of the following requirements: 
• The remote supports ensure the participant's rights of privacy, dignity and respect, and freedom from coercion 
and restraint. 
• The remote supports do not isolate the participant from the community or interacting with people without 
disabilities. 
• The participant has other opportunities for integration in the community via  the other Waiver program services 
the participant receives and are provided in community settings; The request to use remote technology must be 
initiated by the person and his/her representative and not the provider 
• The remote supports must be described in the person's Life Plan (LP) and Staff Action Plan (SAP). 

 
Remote supports cannot be the only service delivery provision for a  participant seeking the use of remote technology 
to deliver a given service. To be appropriate for the person, the remote delivery of services must be able to be 
effectuated via verbal prompting only. The health and safety of the individual will continue to be met via telehealth 
delivery of the service. 

 
The request to use remote technology is confirmed as part of the person-centered planning process. People must 
have an informed choice between in person and remote supports, that is confirmed using the person-centered 
planning process. The planning team must determine how the need for hands-on services can be met during time 
when remote services are provided (e.g. natural support assisting with toileting). If these needs cannot be met and 
the person's privacy assured, then the delivery of services using remote technology would not be appropriate. The 
planning team will establish an agreed upon schedule for in-person and remote technology-delivered services. 

 
Participants must affirmatively choose remote service provision over in-person supports. The individual provides 
written consent to the delivery via telehealth. The LP documentation will be amended to accommodate consent 
specific to the use of telehealth. The signed consent will last for a period of up to six (6) months to coincide with the 
LP Review. Consent may be withdrawn by the individual and/or their representative at any time for any reason by 
contacting the Care Coordinator. The Care Coordinator will then modify the LP and follow-up with the provider to 
inform them of this change in the LP. 

 
In addition, as part of the person-centered planning process the person and/or his or her representative are made 
aware that the use of remote technology for service delivery is his/her choice and permission to use remote 
technology may be withdrawn at any time. 

 
The use of remote technology is subject to ongoing review by OPWDD Division of Quality Improvement as part of 
its Person-Centered Review (PCR). 

 
Implementation of this proposal will take effect following the end date of the OPWDD COVID-19Appendix K 
authority. 

 
Supported employment supports do not include vocational services provided in facility based work settings or other 
similar types of vocational services furnished in specialized facilities that are not a part of general community 
workplaces. 

 
Supported employment supports do not include volunteering. Such volunteer learning and un-paid training activities 
that prepare a person for entry into the paid workforce are addressed through pre-vocational and pre-employment 
services. 

 
Supported employment supports do not include payment for supervision, training, support and adaptations typically 
available to other workers without disabilities filling similar positions in the business. 
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Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E 

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person 

Relative

Legal Guardian 
Provider Specifications:

Provider Category Provider Type Title

Agency non-profit organization or state

Personalcare/assistancemay bea componentpart of thesupported employmentservices, butmay not comprise the 
entirety of the service.

Individuals receivingsupportedemploymentservices may also receive prevocational, day habilitation, andPathway 
to Employment. A participant's service plan may include two or more types of non-residential habilitation services. 
However, different types of non-residential habilitation are not billed during the same period of time, unless the 
allowable services are provided on behalf of the individual when the individual is not present such as contacting a 
business about a potential job, while the person participates at another non-residential habilitation service.

Individuals who self-direct their Community Habilitation, Respite and Supported Employment services with budget 
authority, may be eligible for “Special Populations Funding” if they have been discharged from a more restrictive 
residential setting such as a developmental center as described in Addendum A to this waiver. As described in 
Appendix E, the eligible individual’s budget may be increased up to the level of the Special Populations Funding
and therefore could be used to fund self- directed, “self-hired” staff who deliver Supported Employment). The rate 
paid for theself-directed services follows thesamelimitations as are in place for all Individuals who exercise budget 
authority. The higher PRA funding is designed to provide additional supports required to assist an individual 
transitioning to a less restrictive setting.

OPWDD has established limits in regulation regarding the maximum number of hours of dayservice that a person 
can receivebasedupon where he/she resides. These limits areoutlined in 14 NYCRR635-10.5andfor individuals 
residing in non- certified settings limit services to no more than 1.5 units of service per day (or its equivalent in 
hourly unit services) or roughly 8-9 hours of service. Individuals residing in certified settings are limited to the 
equivalentof six hours of services whichcanbe receivedonlyon weekdays beginningprior to 3 pm, except in the 
instance of non-site-based employment services which can also be received in the evening/weekend within the 
hourly limit.

Intensive and Extended SEMP services are limited as follows: OPWDD authorizes the number of hours of services 
across 365 days that can be reimbursed for an individual receiving Intensive SEMP services and must authorize all 
hours over 200 hours of services across 365 days thatcan bereimbursed for an individual receiving ExtendedSEMP 
services. An individual may receive up to 45 days of Extended SEMP services while unemployed but if not 
employed within 45 days, an agency must be approved by OPWDD for Intensive SEMP services to continue billing 
SEMP. If a service provider considers that an individual needs more than 365 days of Intensive or Extended
services and/or additional hours, the service provider may submit a written request to OPWDD in accordance with 
the guidelines established in regulation.
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Agency 

Appendix C: Participant Services 

C-1/C-3: Provider Specifications for Service 
 

Service Type: Statutory Service 
 
 

 

Service Name: Supported Employment (SEMP) 

Provider Category: 

Provider Type: 
 

Provider Qualifications 
License (specify): 

 

Certificate (specify): 
 

non-profit organization or state 
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Other Standard (specify): 
 

OPWDD establishes standards for providers of waiver services, reviews completed provider applications 
and for qualified providers, issues Waiver provider agreements that allow participation in the waiver 
program, provides the application for eMedNY and issues operating certificates for all waiver services. 
The DOH Division of Operations then reviews the completed eMedNY application and 
recommendations made by OPWDD, completes an in depth review that incorporates four different 
sanction searches: eMedNY Sanction, NYS OMIG, HHS-OIG, and Excluded Parties List on the 
providers board members and managing employees. If found to be appropriate, the DOH Division of 
Operations then issues a Medicaid provider agreement to enroll the voluntary provider in the NYS 
Medicaid program in accordance with regulations found at Part 504 of 18 NYCRR . For contracted 
providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible to ensure that 
the provider is one that is approved by OPWDD to provide HCBS waiver services. 

 
OPWDD directly provides HCBS waiver services through its State Operations Offices. In addition, 
HCBS waiver services are provided by provider agencies which are non-profit organizations. Non-profit 
organizations include: non- profit corporations formed under New York State Law or authorized to do 
business in New York, local government units, or organizations created by an act of the New York State 
Legislature for charitable purposes which include providing services to persons with developmental 
disabilities. 

 
If the provider agency employs professional clinical staff, that staff person must have the appropriate 
credentials stipulated by the OPWDD and/or the NYS Department of Education under the following 
regulations and laws: 
• Nursing (8 NYCRR Part 64, and Education Law Title 8, Article 139) 
• Speech Language Pathologist (8 NYCRR Part 75, and Education Law Title 8, Article 159) 
• Psychology (8 NYCRR Part 72, and Education Law Title 8, Article 153) 
• Social Work (8 NYCRR Part 74, and Education Law Title 8, Article 154) 
• Rehab Counselor (14 NYCRR Part 679.99) 
• Dietetics/Nutrition (8 NYCRR Part 79, and Education Law Title 8, Article 157) 
• Occupational Therapy (8 NYCRR Part 76, and Education Law Title 8, Article 156) 
• Physical Therapy (8 NYCRR part 77, and Education Law Title 8, Article 136) 
• Applied Behavioral Sciences Specialist (8 NYCRR Part 79, and Education Law Title 8, Article 167) 
• Behavioral Intervention Specialist (14 NYCRR part 633-16.b(32). 

 
Direct support professionals must have completed the training stipulated in 14 NYCRR Part 633.8. 
Provider agencies must comply with 14 NYCRR Part 633, "Protections of Individuals Receiving 
Services", including Criminal Background Check (CBC) screening. Provider agencies must also comply 
with the Part 624, "Reportable Incidents and Client Abuse", Part 625, “Events and Situations that are 
Not Under the Auspices of an Agency, Part 635, "General Quality Control and Administrative 
Requirements", and Part 636, “Services and Supports for Individuals with Developmental Disabilities” . 
OPWDD directs provider agencies to screen staff against the Medicaid Excluded Provider lists 
maintained by the Department of Health and the HHS Office of the Inspector General. 

Verification of Provider Qualifications 
Entity Responsible for Verification: 

 
For contracted providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible 
to ensure that the provider is one that is approved by OPWDD to provide HCBS waiver services. The 
OPWDD approval is based upon its review that the entity is fiscally viable and meets the minimum 
standards to deliver HCBS waiver services including satisfactory character, competence, education and 
experience. The FIDA-IDD is responsible for verifying appropriate credentials for professional staff and 
compliance with applicable State and Federal regulations and requirements when licensed staff deliver 
waiver services. 
OPWDD is responsible to verify provider qualifications. Routine reviews of all providers are performed 
by OPWDD's Division of Quality Improvement (DQI). During these reviews, DQI reviews provider 
compliance with the Criminal Background Check (CBC) regulations, the Part 633.8 training 
requirements, and other applicable requirements. 
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Frequency of Verification: 

 
 
 
 
 
 

Appendix C: Participant Services 
C-1/C-3: Service Specification 

 
 

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable). 
Service Type: 

The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver 
includes the following supports or other supports for participant direction. 
Support for Participant Direction: 

Alternate Service Title (if any): 
 

 

HCBS Taxonomy: 
 
 

Category 1: Sub-Category 1: 
 

 

Category 2: Sub-Category 2: 
 

 

Category 3: Sub-Category 3: 
 

Service Definition (Scope): 
Category 4: Sub-Category 4: 

 

Supports for Participant Direction 

Information and Assistance in Support of Participant Direction 

Community Transition Services 

16 Community Transition Services 16010 community transition services 

NYS performs a routine review of all OPWDD providers including providers contracted with the FIDA-
IDD Plan. For providers that bill eMedNY directly for waiver services,  reviews of providers through 
samples of individuals in the waiver are performed by OPWDD’s Division of Quality Improvement (DQI). 
Providers are reviewed on a routine basis and may receive an operating certificate for up to a 3 year period 
of time. 
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Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E 

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person 

Relative

Legal Guardian 
Provider Specifications:

Provider Category Provider Type Title

Agency non-profit organization or state

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Supports for Participant Direction 
Service Name: Community Transition Services

Provider Category:

Provider Type:

Community Transition Services are non-recurring set-up expenses for individuals who are transitioning from an 
institutional or other provider-operated living arrangement to a living arrangement in a private residence in the 
community wherethe person is directly responsible for his or her own livingexpenses. Allowable expenses arethose 
reasonable and necessary to enable a person to establish a basic household. Items purchased are the property of the 
individual receiving the service. The service must be identified in the plan of care. The service is administered by a 
Fiscal Intermediary (FI) agency for billing purposes, even if this is the only self-directed service that the person 
accesses.

Allowable items include: (a) security deposits that are required to obtain a lease on an apartment or home; (b) 
essentialhousehold furnishings including furniture, window coverings, foodpreparation items, and bed/bath linens;
(c) set-up fees or deposits for utility or service access, including telephone, electricity, heating and water; (d) 
services necessary for the individual's health and safetysuchas pest eradicationandone-time cleaningprior to 
occupancy; (e) moving expenses.

Items NOT allowable include monthly rental or mortgage expenses, food, regular utility charges, and/or items that 
are intended for purelydiversionor recreationalpurposes suchas televisions, cable television access, videogames, 
stereos and/or DVD players.

Only those services not reimbursable under the CommunityFirst Choice Option (CFCO) StateMedicaid Planwill 
be reimbursable under the HCBS Waiver. CFCO is the only NY State Plan mechanism for receiving Community 
Transition Services. CommunityTransition Services willhave its own R/E codethat willprevent Medicaid billing 
for individuals who are not enrolled in the OPWDD HCBS Waiver.

Through July 31, 2017 this service is a one-time reimbursement of actual expenses not to exceed $3,000. Effective 
August 1, 2017, this service is a one-timereimbursementof actualexpenses not toexceed$5,000. This service may 
not be used to pay for furnishing living arrangements that are owned or leased by a waiver provider where the 
provision of these items and services areinherent to the service they are already providing. CTS is fundable through 
this HCBS waiver agreement in cases where the individual is not eligible for the State Plan benefit.

Agency
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Provider Qualifications 

License (specify): 
 

Certificate (specify): 
 

Other Standard (specify): 
 

OPWDD establishes standards for providers of waiver services, reviews completed provider applications 
and for qualified providers, issues Waiver provider agreements that allow participation in the waiver 
program, provides the application for eMedNY and issues operating certificates for all waiver services. 
The DOH Division of Operations then reviews the completed eMedNY application and 
recommendations made by OPWDD, completes an in depth review that incorporates four different 
sanction searches: eMedNY Sanction, NYS OMIG, HHS-OIG, and Excluded Parties List on the 
providers board members and managing employees. If found to be appropriate, the DOH Division of 
Operations then issues a Medicaid provider agreement to enroll the voluntary provider in the NYS 
Medicaid program in accordance with regulations found at Part 504 of 18 NYCRR . For contracted  
providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible to ensure that 
the provider is one that is approved by OPWDD to provide HCBS waiver services. 

 
OPWDD directly provides HCBS waiver services through its State Operations Offices. In addition, 
HCBS waiver services are provided by provider agencies which are non-profit organizations. Non-profit 
organizations include: non- profit corporations formed under New York State Law or authorized to do 
business in New York, local government units, or organizations created by an act of the New York State 
Legislature for charitable purposes which include providing services to persons with developmental 
disabilities. 

 
If the provider agency employs professional clinical staff, that staff person must have the appropriate 
credentials stipulated by the NYS Department of Education. 

 
Direct support professionals must have completed the training stipulated in 14 NYCRR Part 633.8. 
Provider agencies must comply with 14 NYCRR Part 633, "Protections of Individuals Receiving 
Services", including Criminal Background Check (CBC) screening. Provider agencies must also comply 
with the Part 624, "Reportable Incidents and Client Abuse", Part 625, “Events and Situations that are 
Not Under the Auspices of an Agency, and Part 635, "General Quality Control and Administrative 
Requirements". OPWDD directs provider agencies to screen staff against the Medicaid Excluded 
Provider lists maintained by the Department of Health and the HHS Office of the Inspector General. 

Verification of Provider Qualifications 
Entity Responsible for Verification: 

non-profit organization or state 
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Frequency of Verification:

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulationsandpolicies referenced in the specification are readily available to CMSuponrequest through 
the Medicaid agency or the operating agency (if applicable).
Service Type:

The waiver providesfor participantdirection of services as specified in Appendix E. Indicatewhether the waiver 
includes the following supports or other supports for participant direction.
Support for Participant Direction:

Alternate Service Title (if any):

HCBS Taxonomy:

Category 1: Sub-Category 1:

Category 2: Sub-Category 2:

Category 3: Sub-Category 3:

For contracted providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible 
to ensure that the provider is one that is approved by OPWDD to provide HCBS waiver services. The 
OPWDD approval is based upon its review that the entity is fiscally viable and meets the minimum 
standards to deliver HCBS waiver services including satisfactory character, competence, education and 
experience. The FIDA-IDD is responsible for verifying appropriate credentials for professional staff and 
compliance with applicable State and Federal regulations and requirements when licensed staff deliver 
waiver services.
OPWDD is responsible to verify provider qualifications. Routine reviews of all providers are performed 
by OPWDD's Division of Quality Improvement (DQI). During these reviews, DQI reviews provider 
compliance with the Criminal Background Check (CBC) regulations, the Part 633.8 training 
requirements, and other applicable requirements.

12010 f inancial management services in support of self-direction

12020 information and assistance in support of self-direction

Supports for Participant Direction

Financial Management Services

Fiscal Intermediary (FI)

12 Services Supporting Self-Direction

12 Services Supporting Self-Direction

NYS performs a routine review of all OPWDD providers including providers contracted with the FIDA-IDD 
Plan . For providers that bill eMedNY directly for waiver services, reviews of providers through samples of
individuals in the waiver are performed byOPWDD’s Division of Quality Improvement (DQI). Providers are 
reviewed on a routine basis and may receive an operating certificate for up to a 3 year period of time.
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Service Definition (Scope):
Category 4: Sub-Category 4:

Effective 10/1/14, theFiscal Intermediary (FI) serviceis evolved from theFinancialManagementServices(FMS) 
from the previous waiver.

Any individual eligible for HCBS waiver services may self -direct some or all of his/her services. The person self-
directing receives an individualized portable budget that is directed by the individual pursuant to an approved plan.

If an individualchooses toself-hire their own staff, theemployer of recordmust beeither theFiscal Intermediary or 
once the “common law employer” status is implemented, the individual or family may act in this capacity. In 
addition to using a Fiscal Intermediary to pay staff that the person “self-hires” an individual must choose an FI 
agency if the followingservices are included in their budget in order to providefor appropriate billingandclaiming: 
Individual Directed Goods and Services, Live-in Caregiver, Support Brokerage, or Community Transition Services.

The most typical set of tasks that the FI supports the individual self -directing is with billing and payment of 
approved goods andservices, fiscalaccountingandreporting, ensuringMedicaidandcorporate compliance, and 
general administrative supports.

For individuals that chooseto self-direct someor allof their services, the individualhasthe option of choosing the 
level of FI supports that fall under three levels of service:

• Level1 – There are no self-hiredstaff in the individual’s budget;FI supports the individualwith billingand 
payment of approved goods and services.
• Level2 – The Individual/family is the employer of record; FI supports theindividualwith servicesincluding but 
not limited to training related to his/her employer responsibilities, staff management, and other related tasks. (When 
available in the future)
• Level3 - FI is the employer of record; the FI assists theindividualwith self-hiringstaff which includes but is not 
limited to providing and supporting hiring and discharge practices for self -direct staff, verifying staff employment 
eligibility, completing required background checks, arranging for back-up staffing, and other related tasks. There are 
two payment tiers within level 3 based on the person’s PRA available at this site 
https://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene.

The FI supports includesthe provision of training to the individualon his/her employer responsibilities by providing 
the participant with orientation and support in areas of staff hiring (including assistance with job descriptions), staff 
management, performance evaluations, staff conflict resolution, and reviewing federal Department of Labor 
information and agency employment policies with the individual.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E 

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person 

Relative

Legal Guardian 
Provider Specifications:

Under self-hired model, the maximum ratethat canbe paid is limited to theratepaid toprovider agencies as noted in 
Addendum A (Rate Setting).
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Provider Category Provider Type Title 

Agency non-profit organization 

 
Appendix C: Participant Services 

C-1/C-3: Provider Specifications for Service 
 

Service Type: Supports for Participant Direction 
Service Name: Fiscal Intermediary (FI) 

 

Provider Category: 

Provider Type: 
 

Provider Qualifications 
License (specify): 

 

Certificate (specify): 
 

Other Standard (specify): 
 

OPWDD establishes standards for providers of waiver services, reviews completed provider applications 
and for qualified providers, issues Waiver provider agreements that allow participation in the waiver 
program, provides the application for eMedNY and issues operating certificates for all waiver services. 
The DOH Division of Operations then reviews the completed eMedNY application and 
recommendations made by OPWDD, completes an in depth review that incorporates four different 
sanction searches: eMedNY Sanction, NYS OMIG, HHS-OIG, and Excluded Parties List on the 
providers board members and managing employees. If found to be appropriate, the DOH Division of 
Operations then issues a Medicaid provider agreement to enroll the voluntary provider in the NYS 
Medicaid program in accordance with regulations found at Part 504 of 18 NYCRR. For contracted 
providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible to ensure that 
the provider is one that is approved by OPWDD to provide HCBS waiver services. 

 
FI services are provided by provider agencies which are non-profit organizations. Non-profit 
organizations include: non-profit corporations formed under New York State Law or authorized to do 
business in New York, local government units, or organizations created by an act of the New York State 
Legislature for charitable purposes which include providing services to persons with developmental 
disabilities. 

 
If the provider agency employs professional clinical staff, that staff person must have the appropriate 
credentials stipulated by the NYS Department of Education. 

 
Direct support professionals must have completed the training stipulated in 14 NYCRR Part 633.8. 
Provider agencies must comply with 14 NYCRR Part 633, "Protections of Individuals Receiving 
Services", including Criminal Background Check (CBC) screening. Provider agencies must also comply 
with the Part 624, "Reportable Incidents and Client Abuse", Part 625, “Events and Situations that are 
Not Under the Auspices of an Agency, and Part 635, "General Quality Control and Administrative 
Requirements". OPWDD directs provider agencies to screen staff against the Medicaid Excluded 
Provider lists maintained by the Department of Health and the HHS Office of the Inspector General. 

Agency 

non-profit organization 
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Verification of Provider Qualifications 
 

Entity Responsible for Verification: 
 

 
Frequency of Verification: 

 
 
 
 
 
 

Appendix C: Participant Services 
C-1/C-3: Service Specification 

 
 

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable). 
Service Type: 

The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver 
includes the following supports or other supports for participant direction. 
Support for Participant Direction: 

Alternate Service Title (if any): 
 

 

HCBS Taxonomy: 
 
 

Category 1: Sub-Category 1: 
 

 

Category 2: Sub-Category 2: 
 

 

Category 3: Sub-Category 3: 
 

For contracted providers of the FIDA-IDD Plan that deliver waiver services, the FIDA-IDD is 
responsible to ensure that the provider is one that is approved by OPWDD to provide HCBS waiver 
services. The OPWDD approval is based upon its review that the entity The FIDA-IDD is also 
responsible for verifying appropriate credentials for professional staff delivering waiver services and 
compliance with all applicable state and federal regulations and requirements. 
OPWDD is responsible to verify provider qualifications. Routine reviews of all providers are performed 
by OPWDD's Division of Quality Improvement (DQI). During these reviews, DQI reviews provider 
compliance with the Criminal Background Check (CBC) regulations, the Part 633.8 training 
requirements, and other applicable requirements. 
 

Supports for Participant Direction 

Other Supports for Participant Direction 

Individual Directed Goods and Services 

17 Other Services 17010 goods and services 

NYS performs a review of all OPWDD providers including providers contracted with the FIDA-IDD Plan. 
For providers that bill eMedNY directly for waiver services, reviews of providers through samples of 
individuals in the waiver are performed by OPWDD’s Division of Quality Improvement (DQI). Providers 
are reviewed on a routine basis and may receive an operating certificate for up to a 3 year period of time. 
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Service Definition (Scope):
Category 4: Sub-Category 4:

Available only for services provided 10/1/14 or later, Individual Directed Goods and Services (IDGS) are services, 
equipment or supplies not otherwise provided through this waiver or through the Medicaid State Plan that addresses 
an identified need in an individual’s service plan, which includes improving and maintaining the individual’s 
opportunities for fullmembership in thecommunity. Individuals who choose toself-direct their services with budget 
authority may receive IDGS as a waiver service. Individuals may manage their IDGS budget, as described in their 
individualized service plan, to fully purchase or put funds towards their personal fiscal resources to purchase items 
or services which meet the following criteria:
• Are related to a need or goal identified in the State-approved person-centered care plan;
• Are for the purpose of increasing independenceor substituting for humanassistance, to theextent the 
expenditures would otherwise be made for that human assistance;
• Promote opportunities for community living integration and inclusion;
• Are able to be accommodated without compromising the participant’s health or safety; and,
• Are provided to, or directed exclusively toward, the benefit of the participant.

Service Eligibility Criteria:
• Available for individuals who are self-directing services

Services provided in non-integrated settings cannot be funded with IDGS, or in other settings that OPWDD 
determines do not comport with federal regulations governing home and community-based settings. Additional 
information regarding theservicecan befound in Addendum A of this waiver, this Addendum describes thetypesof 
purchases/services that can be paid for within the IDGS budget, the specifications of these goods/services and the 
pricing parameters for each purchased item/service.

The individual directed budget must be preapproved on an annual basis by OPWDD or the FIDA-IDD and only 
those goods and services reflected on the approved budget are available for purchase through this service. The 
annual budget allocation may only be adjusted (increased or decreased) when changes have occurred regarding the 
member’s assessedneeds and mayonlyexceed themaximum annual limit when authorizedby the Commissioner of 
OPWDD or their designee.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E 

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person 

Relative

Legal Guardian 
Provider Specifications:

Provider Category Provider Type Title

Agency Fiscal Intermediary

The billing for this service is limited to $32,000 per year per person. Limits to specific subcategories of IDGS are 
identified in the Administrative Memorandum 2015-ADM-05R, or subsequently revised ADM, located here: 
Regulations & Guidance | Office for People With Developmental Disabilities (ny.gov). 
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Appendix C: Participant Services 

C-1/C-3: Provider Specifications for Service 
 

Service Type: Supports for Participant Direction 
Service Name: Individual Directed Goods and Services 

 

Provider Category: 

Provider Type: 
 

Provider Qualifications 
License (specify): 

 

Certificate (specify): 
 

Other Standard (specify): 
 

OPWDD establishes standards for providers of waiver services, reviews completed provider applications 
and for qualified providers, issues Waiver provider agreements that allow participation in the waiver 
program, provides the application for eMedNY and issues operating certificates for all waiver services. 
The DOH Division of Operations then reviews the completed eMedNY application and 
recommendations made by OPWDD, completes an in depth review that incorporates four different 
sanction searches: eMedNY Sanction, NYS OMIG, HHS-OIG, and Excluded Parties List on the 
providers board members and managing employees. If found to be appropriate, the DOH Division of 
Operations then issues a Medicaid provider agreement to enroll the voluntary provider in the NYS 
Medicaid program in accordance with regulations found at Part 504 of 18 NYCRR. For contracted 
providers of the FIDA-IDD Plan that deliver wavier services, the FIDA-IDD is responsible to ensure that 
the provider is one that is approved by OPWDD to provide HCBS waiver services. 

 
OPWDD directly provides HCBS waiver services through its State Operations Offices. In addition, 
HCBS waiver services are provided by provider agencies which are non-profit organizations. Non-profit 
organizations include: non- profit corporations formed under New York State Law or authorized to do 
business in New York, local government units, or organizations created by an act of the New York State 
Legislature for charitable purposes which include providing services to persons with developmental 
disabilities. 

 
If the provider agency employs professional clinical staff, that staff person must have the appropriate 
credentials stipulated by the NYS Department of Education. 

 
Direct support professionals must have completed the training stipulated in 14 NYCRR Part 633.8. 
Provider agencies must comply with 14 NYCRR Part 633, "Protections of Individuals Receiving 
Services", including Criminal Background Check (CBC) screening. Provider agencies must also comply 
with the Part 624, "Reportable Incidents and Client Abuse", Part 625, “Events and Situations that are 
Not Under the Auspices of an Agency, and Part 635, "General Quality Control and Administrative 
Requirements". OPWDD directs provider agencies to screen staff against the Medicaid Excluded 
Provider lists maintained by the Department of Health and the HHS Office of the Inspector General. 

Verification of Provider Qualifications 
Entity Responsible for Verification: 

Agency 

Fiscal Intermediary 
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Frequency of Verification:

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulationsandpolicies referenced in the specification are readily available to CMSuponrequest through 
the Medicaid agency or the operating agency (if applicable).
Service Type:

The waiver providesfor participantdirection of services as specified in Appendix E. Indicatewhether the waiver 
includes the following supports or other supports for participant direction.
Support for Participant Direction:

Alternate Service Title (if any):

HCBS Taxonomy:

Category 1: Sub-Category 1:

Category 2: Sub-Category 2:

Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

For contracted providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible 
to ensure that the provider is one that is approved by OPWDD to provide HCBS waiver services. The 
OPWDD approval is based upon its review that the entity is fiscally viable and meets the minimum 
standards to deliver HCBS waiver services including satisfactory character, competence, education and 
experience. The FIDA-IDD is responsible for verifying appropriate credentials for professional staff and 
compliance with applicable State and Federal regulations and requirements when licensed staff deliver 
waiver services.
OPWDD is responsible to verify provider qualifications. Routine reviews of all providers are performed 
by OPWDD's Division of Quality Improvement (DQI). During these reviews, DQI reviews provider 
compliance with the Criminal Background Check (CBC) regulations, the Part 633.8 training 
requirements, and other applicable requirements.

12020 information and assistance in support of self-direction

Supports for Participant Direction

Other Supports for Participant Direction

Support Brokerage

12 Services Supporting Self-Direction

NYS performs a review of all OPWDD providers including providers contracted with the FIDA-IDD Plan. 
For providers that bill eMedNY directly for waiver services, routinereviews of providers through samples 
of individuals in the waiver are performed by OPWDD’s Division of Quality Improvement (DQI) . 
Providers are reviewed on a routinebasis and may receive an operating certificate for up to a 3 year period 
of time.
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 Support Brokers assist waiver participants (or the participant's family or representative as appropriate) to self-direct 
and manage some or all of their waiver services. Support Brokerage does not duplicate or replace care management 
services and differs from care management in terms of intensity, frequency, and scope. The Care Manager identifies 
services, helps the participant make an informed choice of service providers, refers the person/family to the service 
chosen, and maintains and updates the plan of care. The Support Broker then takes the person beyond just the 
referral by becoming involved with the participant in the day-to-day management of those services and provides 
support and training to participants and their families regarding the ongoing decisions and tasks associated with 
participant direction. 

 
The Support Broker provides assistance and practical skills training to the participant in the areas of: understanding 
and managing the responsibilities involved with self-direction; developing daily implementation of and managing 
the self-directed plan and budget; monitoring expenditures; negotiating terms and service arrangements with 
providers in the self-directed plan and budget; employer responsibilities such as recruiting, supervising, and training 
of participant-hired staff; service documentation requirements to ensure agreement with program and Medicaid 
standards; risk assessment, planning and ensuring safeguards are identified and met; developing and maintaining the 
Circle of Support and facilitating Circle of Support meetings. 

 
The State will allow the remote delivery of Support Brokerage services through the telephone or other technology in 
accordance with State, Federal, and Health Insurance Portability and Accountability Act (HIPAA) requirements 
where: 
• a certified provider agency exercising good clinical judgment determines a telehealth encounter is appropriate for 
the delivery of services to an individual; 
• the delivery of services can be effectuated via verbal prompting only; 
• the health and safety of the individual continues to be met via this service modality; and 
• the individual agrees to the delivery via telehealth. 

 
Remote delivery includes an electronic method of service delivery. More specifically, "other technology" includes 
any two-way, real-time communication technology that meets HIPAA requirements. 

 
OPWDD's guidance establishes that remote supports meet all of the following requirements: 
• The remote supports ensure the participant's rights of privacy, dignity and respect, and freedom from coercion 
and restraint. 
• The remote supports do not isolate the participant from the community or interacting with people without 
disabilities. 
• The participant has other opportunities for integration in the community via  the other Waiver program services 
the participant receives and are provided in community settings; The request to use remote technology must be 
initiated by the person and his/her representative and not the provider 
• The remote supports must be described in the person's Life Plan (LP) and Staff Action Plan (SAP). 

 
Remote supports cannot be the only service delivery provision for a  participant seeking the use of remote technology 
to deliver a given service. To be appropriate for the person, the remote delivery of services must be able to be 
effectuated via verbal prompting only. The health and safety of the individual will continue to be met via telehealth 
delivery of the service. 

 
The request to use remote technology is confirmed as part of the person-centered planning process. People must 
have an informed choice between in person and remote supports, that is confirmed using the person-centered 
planning process. The planning team must determine how the need for hands-on services can be met during time 
when remote services are provided (e.g. natural support assisting with toileting). If these needs cannot be met and 
the person's privacy assured, then the delivery of services using remote technology would not be appropriate. The 
planning team will establish an agreed upon schedule for in-person and remote technology-delivered services. 

 
Participants must affirmatively choose remote service provision over in-person supports. The individual provides 
written consent to the delivery via telehealth. The LP documentation will be amended to accommodate consent 
specific to the use of telehealth. The signed consent will last for a period of up to six (6) months to coincide with the 
LP Review. Consent may be withdrawn by the individual and/or their representative at any time for any reason by 
contacting the Care Coordinator. The Care Coordinator will then modify the LP and follow-up with the provider to 
inform them of this change in the LP. 
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Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E 

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person 

Relative

Legal Guardian 
Provider Specifications:

Provider Category Provider Type Title

Agency non-profit organization, state, self-directed with the FI or person employed by the FIDA-IDD

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Supports for Participant Direction 
Service Name: Support Brokerage

Provider Category:

Provider Type:

ProviderQualifications 
License (specify):

In addition, as partof the person-centeredplanningprocessthe personand/or his or her representative are made 
aware that the use of remote technology for service delivery is his/her choice and permission to use remote 
technology may be withdrawn at any time.

The use of remote technology is subject to ongoing review by OPWDD Division of Quality Improvement as part of 
its Person-Centered Review (PCR).

Implementation of this proposalwill take effect following the end dateof theOPWDD COVID-19AppendixK 
authority.

The extentof the assistance provided is determined by theparticipant andspecified in a written agreement between 
the participant andSupportBroker. The broker service also needs to be reflectedas partof the person-centered plan 
(e.g. Individualized Service Plan/Life Plan). The participant has the authority to choose among qualified support 
brokers.

A participant may receive Support Brokerage and care management concurrently as long as those services do not 
duplicate each other. In thoseinstances wherenominaloverlapping is likely to occur theparticipant’s service plan 
will clearly delineate service responsibilities.

An agency providingSupport Brokerage mayprovideother services; however an individualSupportBroker is not 
permitted to provide other waiver services to a participant they serve.

Agency

non-profit organization, state, self-directed with the FI or person employed by the FIDA-IDD
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Certificate (specify): 
 

Other Standard (specify): 
 

All potential Support Brokers participate in a specialized two-day Broker training (Broker Training 
Institute) developed by OPWDD and complete specific courses. These additional courses are: Person 
Centered Planning for Brokers (Introduction to Person Centered Planning and Advanced Person 
Centered Planning), Self-Direction Budget Template and , Self-advocacy/Self-determination. These 
trainings are standardized statewide. All brokers are expected to remain actively involved with a local 
Support Brokerage Learning Network. Active participation includes attendance in 12 hours of annual 
training. 

 
OPWDD establishes standards for providers of waiver services, reviews completed provider applications 
and for qualified providers, issues Waiver provider agreements that allow participation in the waiver 
program, provides the application for eMedNY and issues operating certificates for all waiver services. 
The DOH Division of Operations then reviews the completed eMedNY application and 
recommendations made by OPWDD, completes an in depth review that incorporates four different 
sanction searches: eMedNY Sanction, NYS OMIG, HHS-OIG, and Excluded Parties List on the 
providers board members and managing employees. If found to be appropriate, the DOH Division of 
Operations then issues a Medicaid provider agreement to enroll the voluntary provider in the NYS 
Medicaid program in accordance with regulations found at Part 504 of 18 NYCRR. For contracted 
providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible to ensure that 
the provider is one that is approved by OPWDD to provide HCBS waiver services. 

 
OPWDD directly provides HCBS waiver services through its State Operations Offices. In addition, 
HCBS waiver services are provided by provider agencies which are non-profit organizations. Non-profit 
organizations include: nonprofit corporations formed under New York State Law or authorized to do 
business in New York, local 
government units, or organizations created by an act of the New York State Legislature for charitable 
purposes which include providing services to persons with developmental disabilities. 
If the provider agency employs professional clinical staff, that staff person must have the appropriate 
credentials stipulated by the OPWDD and/or the NYS Department of Education. 

 
Direct support professionals must have completed the training stipulated in 14 NYCRR Part 633.8. 
Provider agencies must comply with 14 NYCRR Part 633, "Protections of Individuals Receiving 
Services", including Criminal Background Check (CBC) screening. Provider agencies must also comply 
with the Part 624, "Reportable Incidents and Client Abuse", Part 625, “Events and Situations that are 
Not Under the Auspices of an Agency”, Part 635, "General Quality Control and Administrative 
Requirements", and Part 636, “Services and Supports for Individuals with Developmental Disabilities” . 
OPWDD directs provider agencies to screen staff against the Medicaid Excluded Provider lists 
maintained by the Department of Health and the HHS Office of the Inspector General. 

Verification of Provider Qualifications 
Entity Responsible for Verification: 
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Frequency of Verification: 

 
 
 
 

Appendix C: Participant Services 
C-1/C-3: Service Specification 

 
 

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable). 
Service Type: 

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute. 
Service Title: 

 

 

HCBS Taxonomy: 
 
 

Category 1: Sub-Category 1: 
 

 

Category 2: Sub-Category 2: 
 

 

Category 3: Sub-Category 3: 
 

Service Definition (Scope): 
Category 4: Sub-Category 4: 

For contracted providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible 
to ensure that the provider is one that is approved by OPWDD to provide HCBS waiver services. The 
OPWDD approval is based upon its review that the entity is fiscally viable and meets the minimum 
standards to deliver HCBS waiver services including satisfactory character, competence, education and 
experience. The FIDA-IDD is responsible for verifying appropriate credentials for professional staff and 
compliance with applicable State and Federal regulations and requirements when licensed staff deliver 
waiver services. 
OPWDD is responsible to verify provider qualifications. Routine reviews of all providers are performed 
by OPWDD's Division of Quality Improvement (DQI). During these reviews, DQI reviews provider 
compliance with the Criminal Background Check (CBC) regulations, the Part 633.8 training 
requirements, and other applicable requirements. 

Other Service 

Assistive Technology - Adaptive Devices 

14 Equipment, Technology, and Modifications 14031 equipment and technology 

14 Equipment, Technology, and Modifications 14020 home and/or vehicle accessibility adaptations 

NYS performs a routine review of all OPWDD providers including providers contracted with the FIDA-IDD 
Plan . For providers that bill eMedNY directly for waiver services,  reviews of providers through samples of 
individuals in the waiver are performed by OPWDD’s Division of Quality Improvement (DQI). Providers are 
reviewed on a routine basis and may receive an operating certificate for up to a 3 year period of time. 
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Assistive Technology - Adaptive Devices means an item, piece of equipment, or product system, whether acquired 
commercially, modified, or customized, that is used to increase, maintain, or improve functional capabilities of 
participants. Assistive Technology - Adaptive Device service means a service that directly assists a participant in the 
selection, acquisition, or use of an assistive technology device. The devices and services must be documented in the 
participant's Life Plan (LP) as being essential to the person's habilitation, ability to function, or safety and essential 
to avoid or delay institutionalization. 

 
Assistive Technology - Adaptive Device Services include: 
A. the evaluation of the assistive technology needs of a  participant, including a functional evaluation of the impact 
of the provision of appropriate assistive technology and appropriate services to the participant in the customary 
environment of the participant; 
B. services consisting of purchasing, leasing, or otherwise providing for the acquisition of assistive technology 
devices for the participants; 
C. services consisting of selecting, designing, fitting, customizing, adapting, applying, maintaining, repairing, or 
replacing assistive technology devices; 
D. coordination and use of necessary therapies, interventions, or services with assistive technology devices, such 
as therapies, interventions, or services associated with other services in the service plan; 
E. training or technical assistance for the participant, or, where appropriate, the family members, guardians, 
advocates or authorized representatives of the participant; and 
F. training or technical assistance for professionals or other individuals who provide services to, employ, or are 
otherwise substantially involved in the major life functions of participants. 

 
Assistive Technology - Adaptive Devices include: 
a . Direct selection communicators. 
b. Alphanumeric communicators. 
c. Scanning communicators. 
d. Encoding communicators. 
e. Speech amplifiers. 
f. Electronic speech aids/devices. 
g. Voice activated, light activated, motion activated and electronic devices. 
h. Standing boards/frames and therapeutic equipment for the purpose of maintaining or improving the participant's 
strength, mobility or flexibility to perform activities of daily living. 
i. Adaptive switches/devices. 
j. Meal preparation and eating aids/devices/appliances. 
k. Specially adapted locks. 
l. Motorized wheelchairs. 
m. Guide dogs, hearing dogs, service dogs (as defined in New York Civil Rights Law Article 47-b(4)and simian 
aids (capuchin monkeys or other trained simians that perform tasks for persons with limited mobility). 
n. Electronic, wireless, solar-powered or other energy powered devices that demonstrate to the satisfaction of the 
OPWDD Commissioner, or designee, that the device(s) will significantly enable the participant to live, work or 
meaningfully participate in the community with less reliance on paid staff supervision or assistance. Such devices 
may include computers, cameras, sensors, telecommunication screens and/or telephones and/or other telecare 
support services/systems that enable the participant to interact with remote staff to ensure health and safety. Such 
devices cannot be used for the purpose of surveillance, but to support the person to live with greater independence. 
o. Devices to assist with medication administration, including tele-care devices that prompt, teach or otherwise 
assist the participant. Repairs to such adaptive devices that will be cost-effective and approved by the OPWDD 
Regional Office. 
p. Portable generators necessary to support equipment or devices needed for the health or safety of the person. 

 
All assistive technology and electronic monitoring devices will operate in compliance with 42 CFR Section 
441.301(c)(4)(iii). 
Specify applicable (if any) limits on the amount, frequency, or duration of this service: 
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Assistive Technology - Adaptive Devices are expected to be a one-time only purchase. Replacements, repairs, 
upgrades, or enhancements made to existing equipment will be paid if documented as a necessity and approved by 
the OPWDD Regional Office. Ongoing monitoring associated with telecare support services or other approved 
systems authorized under this definition may be provided if necessary for health and safety and documented to the 
satisfaction of the OPWDD Regional Office Director or designee. The OPWDD Regional Office will ensure, that 
where appropriate, justification from physicians, or other specialists or clinicians has been obtained. 

 
In FFS, NYS is the provider of record for Assistive Technology for billing purposes. Services/devices are selected 
through a standardized bid process following the rules established by the NYS Office of the State Comptroller. In 
the FIDA-IDD the plan is the payer and may contract with an approved network provider for the technology. The 
Assistive Technology is only billed to Medicaid once the device is delivered or the work is verified as complete; the 
amount billed is equal to the contract or vendor value. 

 
Only those devices/services not reimbursable under the State Medicaid Plan will be reimbursable under the HCBS 
Waiver. 

 
Children eligible for a motorized wheelchair through the Early Periodic Screening, Diagnostic and Treatment 
(EPSDT) State Plan benefit Durable Medical Equipment (DME) may only access HCBS Waiver funding for such 
technology if they are unable to obtain the device through the State Plan due to a previous request for a similar 
device within the required time period. 

 
Effective with claims submitted to eMedNY on or after 10/1/2023 maximum expenditure for adaptive technology 
services for the benefit of an individual Medicaid beneficiary may not exceed $25,000 in any consecutive two-year 
period.  
 
Effective on or after 10/1/2023, OPWDD will add Home-Enabling Supports to the Assistive  
Technology Benefit for individuals who do not live in a certified setting.  Non-profit agencies on 
 behalf of the person, purchase the goods and services needed to achieve the person’s goals. 
 Home-Enabling Supports are alternative services, equipment, or supplies not otherwise 
 provided through the Medicaid State Plan/waiver that address an identified need in an  
individual's Life Plan, which includes improving and maintaining the individual's opportunities 
 for full membership in the community. Home-Enabling Supports funds items and  
services that decrease the need for other Medicaid services, promote inclusion in the  
community, and/or increase the individual's safety and independence in the home  
environment. As part of a person-centered plan, these alternative services allow an  
individual to receive services in the most integrated setting possible. Experimental or 
 prohibited treatments are excluded. Home-Enabling Supports that are purchased under this 
 coverage must be clearly linked to an assessed participant need/goal established in the 
 person’s Life Plan.   
 
Home-Enabling Supports can pay for remote monitoring and subscription services that are  
direct billed by an enrolled provider (no bids required).  The Home-Enabling Supports  
provider is responsible for ensuring that the individual’s right to privacy is being met, that all HCBS regulations are 
complied with and that the remote technology used by the vendor meets HIPAA requirements and all standards 
comply with HHS policies and other requirements as well as documents referenced within those policies  available 
at: https://www.hhs.gov/hipaa/for-professionals/security/index.html 
 
All claims are subject to audit and must include evidence the technology is not eligible for DME benefit (eMedNY 
manual/fee-schedule or denial by the DOH Prior Approval Unit for consideration as an item under the DME  
benefit).  The provider must confirm costs included in the scope of work are related to the individual’s  
needs and eligible for Medicaid funding.  
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Agency

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E 

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person 

Relative

Legal Guardian 
Provider Specifications:

Provider Category Provider Type Title

Agency State or FIDA-IDD

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: AssistiveTechnology - Adaptive Devices 

Provider Category:

Provider Type:

ProviderQualifications 
License (specify):

State or FIDA-IDD

Effective with claims submitted to eMedNY on or after 10/1/2023 maximum 
expenditure for Home-Enabling Supports services for the benefit of an individual 
Medicaid beneficiary may not exceed $5,000 per year. All purchases may be subject to 
an audit at the discretion of OPWDD or other Medicaid regulatory agency. The Home-
Enabling Supports are only billed to Medicaid once the device is delivered, or the work 
is verified as complete; the amount billed is equal to the contract or final vendor invoice.
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Certificate (specify): 

 

Other Standard (specify): 
 

Verification of Provider Qualifications 
Entity Responsible for Verification: 

 

Frequency of Verification: 
 

 
 
 

Appendix C: Participant Services 
C-1/C-3: Service Specification 

 
 

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable). 
Service Type: 

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute. 
Service Title: 

 

 

HCBS Taxonomy: 
 
 

Category 1: Sub-Category 1: 
 

OPWDD , the state operating agency, or the FIDA-IDD is the service provider. The state or FIDA-IDD, 
are approved Medicaid providers and contract with approved network providers. 

OPWDD, the state operating agency, or the FIDA-IDD is the service provider. 

All OPWDD State Operations Offices are approved by the Department of Health (DOH) to provide any of 
the services included in the waiver. 
 
The FIDA-IDD will be authorized by article 44 of the NYS Public Health Law to act as a Managed Care 
Entity. 
 
OPWDD issues operating certificates for waiver providers for a three-year period. Providers are subject 
to a routine review by OPWDD/DQI and, if needed, action to close an operating certificate may be taken 
prior to the next reissuance of the operating certificate. The FIDA-IDD is required to recredential 
providers for inclusion in its network every three years and to continually confirm the providers status as 
required by 42 C.F.R. §§ 438.214 and 422.204. 
 

Other Service 

Community Habilitation 

04 Day Services 04070 community integration 
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Category 2: Sub-Category 2: 
 

 

Category 3: Sub-Category 3: 
 

Service Definition (Scope): 
Category 4: Sub-Category 4: 

 

15 Non-Medical Transportation 15010 non-medical transportation 
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Community Habilitation is similar in scope to residential habilitation supports and day habilitation supports, 
however, the focus of this service is directed towards service delivery occurring largely in the community (non- 
certified) settings to facilitate and promote independence and community integration. Community Habilitation is 
defined as a face to face service in the waiver and in all guidance issued by OPWDD. Therefore, in order for a 
service to be billed, the staff must be with the individual. This service provides another option to participants and 
families who wish to have their habilitation services available in a variety of every-day community settings. 

 
Community Habilitation will offer skill training and supports as follows: adaptive skill development, assistance with 
activities of daily living, travel, health, adult educational supports, communication, social skills, leisure skills, 
money management, socially appropriate behaviors, life safety, hands-on-assistance provided by staff as necessary, 
professional oversight services as necessary (for example QIDP oversight), self -advocacy, informed choice, 
community inclusion, and relationship building. Community Habilitation may also include personal care, health 
care, protective oversight and supervision, including in the person’s home, and program-related transportation but 
these components do not constitute the entirety of the service. 

 
Community Habilitation services are generally not vocational in nature. However, Community Habilitation services 
do support individuals in their attainment of life goals, including career goals. Therefore, Community Habilitation 
may include habilitation activities such as volunteering, learning about different types of jobs, visiting job sites and 
other experiences that are not long-term vocational commitments; yet the person is exposed to the world of work and 
the experience broadens his or her understanding of the types of employment they may wish to actively pursue in the 
future. 

 
Once an individual is employed, community habilitation services may be used in a work setting to facilitate and 
promote independence, community inclusion, relationship building and socially appropriate behaviors. Community 
habilitation services cannot be used for job coaching or job development related activities and cannot be provided at 
the same time as supported employment services. 

 
The State will allow the remote delivery of Community Habilitation services through the telephone or other 
technology in accordance with State, Federal, and Health Insurance Portability and Accountability Act (HIPAA) 
requirements where: 
• a certified provider agency exercising good clinical judgment determines a telehealth encounter is appropriate for 
the delivery of services to an individual; 
• the delivery of services can be effectuated via verbal prompting only; 
• the health and safety of the individual continues to be met via this service modality; and 
• the individual agrees to the delivery via telehealth. 

 
Remote delivery includes an electronic method of service delivery. More specifically, "other technology" includes 
any two-way, real-time communication technology that meets HIPAA requirements. 

 
OPWDD's guidance establishes that remote supports meet all of the following requirements: 
• The remote supports ensure the participant's rights of privacy, dignity and respect, and freedom from coercion 
and restraint. 
• The remote supports do not isolate the participant from the community or interacting with people without 
disabilities. 
• The participant has other opportunities for integration in the community via  the other Waiver program services 
the participant receives and are provided in community settings; The request to use remote technology must be 
initiated by the person and his/her representative and not the provider 
• The remote supports must be described in the person's Life Plan (LP) and Staff Action Plan (SAP). 

 
Remote supports cannot be the only service delivery provision for a  participant seeking the use of remote technology 
to deliver a given service. To be appropriate for the person, the remote delivery of services must be able to be 
effectuated via verbal prompting only. The health and safety of the individual will continue to be met via telehealth 
delivery of the service. 

 
The request to use remote technology is confirmed as part of the person-centered planning process. People must 
have an informed choice between in person and remote supports, that is confirmed using the person-centered 
planning process. The planning team must determine how the need for hands-on services can be met during time 
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when remote services are provided (e.g. natural support assisting with toileting). If these needs cannot be met and 
 

the person's privacy assured, then the delivery of services using remote technology would not be appropriate. The 
planning team will establish an agreed upon schedule for in-person and remote technology-delivered services. 

 
Participants must affirmatively choose remote service provision over in-person supports. The individual provides 
written consent to the delivery via telehealth. The LP documentation will be amended to accommodate consent 
specific to the use of telehealth. The signed consent will last for a period of up to six (6) months to coincide with the 
LP Review. Consent may be withdrawn by the individual and/or their representative at any time for any reason by 
contacting the Care Coordinator. The Care Coordinator will then modify the LP and follow-up with the provider to 
inform them of this change in the LP. 

 
In addition, as part of the person-centered planning process the person and/or his or her representative are made 
aware that the use of remote technology for service delivery is his/her choice and permission to use remote 
technology may be withdrawn at any time. 

 
The use of remote technology is subject to ongoing review by OPWDD Division of Quality Improvement as part of 
its Person-Centered Review (PCR). 

 
Implementation of this proposal will take effect following the end date of the OPWDD COVID-19 Appendix K 
authority 

 
Through its ongoing review of waiver services, OPWDD's DQI reviews the CH service to ensure that services are 
provided in accordance with the requirements. 

 
OPWDD HCBS Waiver services including Community Habilitation services are authorized by the OPWDD 
DDROs. The DDROs will implement clinical review tools to formalize a three-step review process for consistency 
and efficiency of decision making and fairness and equity of service authorizations for Community Habilitation. 

 
Community Habilitation participants will be offered the opportunity to participant-direct the service as outlined in 
Appendix E or participants may use a provider managed service delivery model. 

 
Individuals who self-direct their Community Habilitation, Respite and Supported Employment services with budget 
authority, may be eligible for “Special Populations Funding” if they have been discharged from a more restrictive 
residential setting such as a developmental center as described in Addendum A to this waiver. As described in 
Appendix E, the eligible individual’s budget may be increased up to the level of the Special Populations Funding 
and therefore could be used to fund self- directed, “self-hired” staff who deliver Community Habilitation. The rate 
paid for the self-directed services follows the same limitations as are in place for all Individuals who exercise budget 
authority. The higher PRA funding is designed to provide additional supports required to assist an individual 
transitioning to a less restrictive setting. 

 
The service definition of Community Habilitation will not change with the alignment of the currently approved 
CFCO State Plan and the fee schedule is realigned with other service systems. Only those services not reimbursable 
under the currently approved Community First Choice Option (CFCO) State Medicaid Plan will be reimbursable 
under the HCBS Waiver. 
Specify applicable (if any) limits on the amount, frequency, or duration of this service: 
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Individuals living in their own home/leased residence or family homemayreceive Community Habilitationservices 
at any time. People living in Family Carehomes andIRAsor Community Residences mayonly receive Community 
Habilitation Services on week day days (start time prior to 3:00 pm) unless the CH service is delivered at the 
person’s integrated and competitive job and the CH service allows the person to maintain employment.

The provision of Community Habilitation in the certified residential settingmay be authorized when the person is 
unable to participate in another HCBS habilitationservice outside theresidence due to his or her health status, the 
person chooses this mode of service delivery, and the person has regular opportunities for community integration 
activities and the provisionof this service does not tend to isolate theperson. Implementation of this proposal will 
take effect following the end date of the OPWDD COVID-19 Appendix K authority.

In order to use in-residence services for a person with behavioral health needs, the person must have a Behavioral 
Support Plan thatoutlines theclinicaland/or behavioralcriteria thatmust bemet to justify provisionof in-residence 
services for the person on a given day.

The request to use in-residence services is confirmed as part of the person-centered planning process. People must 
have an informed choice between in-residence services and services available at another location, that is confirmed 
using the person-centered planning process. OPWDD's guidance establishes that when these services are provided
in a residence at least 51% of a person’s Community Habilitation services should be provided away from the home. 
If the actual schedule does not provide that level of outside activity, then the SAP should contain information which 
explains whyanyportionof the dayservices may take place in the home. Plans which justifydayservicesoccurring 
in the home should retain a community focus in accordance with the person’s interests and abilities. For those 
individuals it would be expected that people from the community or community-oriented activities could be brought 
into the home or, if the person were unable to interact with anyone, that fact would be so noted.

Additionally, as part of the on-going person-centered planning process the person’s choice to receive Community 
Habilitation and the choice to receive that service in the residence is confirmed during LP review meetings. The 
person and/or his or her representative mayrequesta changeto thein-residenceservice deliveryby contacting the 
care manager.

In addition to payment edits barringweekendCH for individuals receiving residentialhabilitation services, payment 
combination edits also preclude payment of CH services for residential habilitation recipients who already have a 
full contingent of day services on a given day.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E 

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person 

Relative

Legal Guardian 
Provider Specifications:

Provider Category Provider Type Title

Agency non-profit organization or state

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Community Habilitation 
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Provider Category: 

 
 

Provider Type: 
 

Provider Qualifications 
License (specify): 

 

Certificate (specify): 
 

Other Standard (specify): 
 

OPWDD establishes standards for providers of waiver services, reviews completed provider applications 
and for qualified providers, issues Waiver provider agreements that allow participation in the waiver 
program, provides the application for eMedNY and issues operating certificates for all waiver services. 
The DOH Division of Operations then reviews the completed eMedNY application and 
recommendations made by OPWDD, completes an in depth review that incorporates four different 
sanction searches: eMedNY Sanction, NYS OMIG, HHS-OIG, and Excluded Parties List on the 
providers board members and managing employees. If found to be appropriate, the DOH Division of 
Operations then issues a Medicaid provider agreement to enroll the voluntary provider in the NYS 
Medicaid program in accordance with regulations found at Part 504 of 18 NYCRR . For contracted  
providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible to ensure that 
the provider is one that is approved by OPWDD to provide HCBS waiver services. 

 
OPWDD directly provides HCBS waiver services through its State Operations Offices. In addition, 
HCBS waiver services are provided by provider agencies which are non-profit organizations. Non-profit 
organizations include: non- profit corporations formed under New York State Law or authorized to do 
business in New York, local government units, or organizations created by an act of the New York State 
Legislature for charitable purposes which include providing services to persons with developmental 
disabilities. 

 
If the provider agency employs professional clinical staff, that staff person must have the appropriate 
credentials stipulated by the OPWDD and/or the NYS Department of Education under the following 
regulations and laws: 
• Nursing (8 NYCRR Part 64, and Education Law Title 8, Article 139) 
• Speech Language Pathologist (8 NYCRR Part 75, and Education Law Title 8, Article 159) 
• Psychology (8 NYCRR Part 72, and Education Law Title 8, Article 153) 
• Social Work (8 NYCRR Part 74, and Education Law Title 8, Article 154) 
• Rehab Counselor (14 NYCRR Part 679.99) 
• Dietetics/Nutrition (8 NYCRR Part 79, and Education Law Title 8, Article 157) 
• Occupational Therapy (8 NYCRR Part 76, and Education Law Title 8, Article 156) 
• Physical Therapy (8 NYCRR part 77, and Education Law Title 8, Article 136) 
• Applied Behavioral Sciences Specialist (8 NYCRR Part 79, and Education Law Title 8, Article 167) 
• Behavioral Intervention Specialist (14 NYCRR part 633-16.b(32). 

 
Direct support professionals must have completed the training stipulated in 14 NYCRR Part 633.8. 
Provider agencies must comply with 14 NYCRR Part 633, "Protections of Individuals Receiving 
Services", including Criminal Background Check (CBC) screening. Provider agencies must also comply 
with the Part 624, "Reportable Incidents and Client Abuse", Part 625, “Events and Situations that are 
Not Under the Auspices of an Agency”,  Part 635, "General Quality Control and Administrative 

Agency 

non-profit organization or state 
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 Requirements", and Part 636, “Services and Supports for Individuals with Developmental Disabilities” . 
OPWDD directs provider agencies to screen staff against the Medicaid Excluded Provider lists 
maintained by the Department of Health and the HHS Office of the Inspector General 
 
 

Verification of Provider Qualifications Entity 
Responsible for Verification: 

Frequency of Verification: 
 

 

For contracted providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible to 
ensure that the provider is one that is approved by OPWDD to provide HCBS waiver services. The OPWDD 
approval is based upon its review that the entity is fiscally viable and meets the minimum standards to deliver 
HCBS waiver services including satisfactory character, competence, education and experience. The FIDA-
IDD is responsible for verifying appropriate credentials for professional staff and compliance with applicable 
State and Federal regulations and requirements when licensed staff deliver waiver services. 
OPWDD is responsible to verify provider qualifications. Routine reviews of all providers are performed by 
OPWDD’s Division of Quality Improvement (DQI). During these reviews, DQI reviews provider compliance 
with the Criminal Background Check (CBC) regulations, the Part 633.8 training requirements, and other 
applicable requirements. 
 

NYS performs a routine review of all OPWDD providers including providers contracted with the FIDA-IDD 
Plan. For providers that bill eMedNY directly for waiver services,  routine reviews of providers through 
samples of individuals in the waiver are performed by OPWDD’s Division of Quality Improvement (DQI). 
Providers are reviewed on a routine basis and may receive an operating certificate for up to a 3 year period of 
time. 
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Appendix C: Participant Services 

C-1/C-3: Service Specification 
 
 

State laws, regulations and policies referenced in the specification are readily available to CMS 
upon request through the Medicaid agency or the operating agency (if applicable). 
Service Type: 

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following 
additional service not specified in statute. 
Service Title: 

 

 

HCBS Taxonomy: 
 
 

Category 1: Sub-Category 1: 
 

 

Category 2: Sub-Category 2: 
 

 

Category 3: Sub-Category 3: 

 
 

Service Definition (Scope): 
Category 4: Sub-Category 4: 

 

 
 

Other Service 

Environmental Modifications (Home Accessibility) 

14 Equipment, Technology, and Modifications 14020 home and/or vehicle accessibility adaptations 



Draft Waiver Amendment 10-01-2023                                                                                                          Page 118 of 370 
 

3/27/2023 

 
 

Those physical adaptations to the participant's home, required by the participant's service plan, that are necessary to 
ensure the health, welfare and safety of the participant or that enable the participant to function with greater 
independence in the home and without which the person would require institutionalization and/or more restrictive 
and expensive living arrangement. 
Adaptations include: installation of ramps, hand rails and grab-bars, widening of doorways doorways(but not 
hallways), modifications of bathroom facilities, installation of specialized electric and plumbing systems that are 
necessary to accommodate the medical equipment and supplies needed for the welfare of the recipient, lifts and 
related equipment, elevators when no feasible alternative is available, automatic or manual door openers/bells, 
modifications of the kitchen necessary for the participant to function more independently in his home, medically 
necessary air conditioning, Braille identification systems, tactile orientation systems, bed shaker alarm devices, 
strobe light smoke detection and alarm devices, small area drive-way paving for wheel-chair entrance/egress from 
van to home, safe environment modifications for behaviorally challenged participants require the prior review of  a 
behavioral specialist and include window protections, reinforcement of walls, durable wall finishes, open-door signal 
devices, fencing, video monitoring systems and shatter-proof shower doors; and future technology devices that allow 
the participant to live more safely and independently to avoid possible institutional placement or placement in a  
more restrictive living environment, which are available at a  reasonable cost in comparison to living in a more 
restrictive residential setting. The scope of environmental modifications will also include necessary assessments to 
determine the types of modifications needed. 

 
Excluded are those adaptations or improvements to the home that are of general utility, and are not of direct medical 
or remedial benefit to the participant. Adaptations that add to the total square footage of the home's footprint are 
excluded from this benefit except when necessary to complete an adaptation (e.g., in order to improve 
entrance/egress to a residence or to configure a bathroom to accommodate a wheelchair). Also excluded are pools 
and hot tubs and associated modifications for entering or exiting the pool or hot tub. If Environmental Modifications 
are needed in order for the person to move into his/her new home, Federal Financial Participation (FFP) may be 
claimed for work completed prior to the person's enrollment date as long as there is sufficient documentation to 
support service authorization prior to Life Plan finalization or the service appears in the Life Plan and work is 
completed within 30 days prior to the person moving into the home. 

 
NYS is the provider of record for Environmental Modifications for billing purposes. The work is done by a 
contractor who is selected through a standard bid process, following the rules established by the NYS Office of the 
State Comptroller. The e-mod is only billed to Medicaid once the contract work is verified as complete and the 
amount billed is equal to the contract value. 

 
Environmental Modifications are limited to individual or family owned or controlled homes. 
Specify applicable (if any) limits on the amount, frequency, or duration of this service: 
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Agency

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E 

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person 

Relative

Legal Guardian 
Provider Specifications:

Provider Category Provider Type Title

Agency State or FIDA-IDD

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: EnvironmentalModifications (Home Accessibility) 

Provider Category:

Provider Type:

ProviderQualifications 
License (specify):

Certificate (specify):

In most instances a specific type of Environmental Modification is a one-time benefit. However, in reasonable 
circumstances determined and approved by the State, a  second modification may be considered for funding as 
follows: if a  person moves to another home; if the current modifications are in need of repair, worn-out or unsafe; or 
if a  participant wishes to spend considerable time with a non-cohabitating parent in their home and such 
modifications are required to ensure health and safety during these periods. An OPWDD memorandum dated 
February 21, 2012 limited to e-mods to Individual or Family Owned residences. State policy places certain 
limitationson environmentalmodifications requested when the home/apartment is a leasedspace, includingproperty 
owner sign-off on the modification and limitations on federal/state liability for the cost of 
removal/replacement/repair of items in public spaces of rental properties.

Only those devices/servicesnot reimbursable under theStateMedicaidPlanwill be reimbursable under theHCBS 
Waiver.

Effective with claims submitted to eMedNY on or after 10/1/2023 maximum expenditure for Environmental 
Modifications for the benefitof an individualMedicaidbeneficiarymaynot exceed$60,000 in any consecutive five 
year period. 

State or FIDA-IDD
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Other Standard (specify): 
 

Verification of Provider Qualifications 
Entity Responsible for Verification: 

 

Frequency of Verification: 
 

 
 

Appendix C: Participant Services 
C-1/C-3: Service Specification 

 
 

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable). 
Service Type: 

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute. 
Service Title: 

 

 

HCBS Taxonomy: 
 
 

Category 1: Sub-Category 1: 
 

 

Category 2: Sub-Category 2: 
 

 

Category 3: Sub-Category 3: 
 

OPWDD , the state operating agency, or the FIDA-IDD is the service provider. The state or FIDA-IDD, 
are approved Medicaid providers and contract with approved network providers. 

OPWDD, the state operating agency, or the FIDA-IDD is the service provider. 

All OPWDD State Operations Offices are approved by the Department of Health (DOH) to provide any 
of the services included in the waiver. 
 
The FIDA-IDD will be authorized by Article 44 of the NYS Public Health Law to act as a managed care 
entity. 
 
OPWDD issues operating certificates for waiver providers for a three-year period. Providers are subject 
to a routine review by OPWDD/DQI and, if needed, action to close an operating certificate may be taken 
prior to the next reissuance of the operating certificate. The FIDA-IDD is required to recredential 
providers for inclusion in its network every three years and to continually confirm the providers status as 
required by 42 C.F.R. §§ 438.214 and 422.204. 
 

Other Service 

Family Education and Training 

09 Caregiver Support 09020 caregiver counseling and/or training 
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Service Definition (Scope): 
Category 4: Sub-Category 4: 

 

 
Family Education and Training (FET), is training given to families of participants enrolled in the HCBS waiver. The 
purpose of FET is to enhance the decision making capacity of the family unit, provide orientation regarding the 
nature and impact of a developmental disability on the person and his or her family, including behavioral 
management practices, and teach the family about service alternatives. FET is distinct from care management in that 
the purpose is to support the family unit in understanding and coping with the developmental disab ility. The 
information and knowledge imparted in FET increases the chances of creating a supportive environment at home and 
decreases the chances of a premature residential placement outside the home. 

 
FET sessions may be private or in groups of families covering subject matter that enhances the ability of a family to 
handle the demands of nurturing a family member with a developmental disability. Personnel knowledgeable in the 
topics covered may conduct the sessions. Most frequently, this will be a care manager or behavioral specialist, but it 
may also include other clinicians and experts in such fields as law and finances pertaining to disabilities. 

 
The State will allow the remote delivery of FET  services through the telephone or other technology in accordance 
with State, Federal, and Health Insurance Portability and Accountability Act (HIPAA) requirements where: 
• a certified provider agency exercising good clinical judgment determines a telehealth encounter is appropriate for 
the delivery of services to an individual; 
• the delivery of services can be effectuated via verbal prompting only; 
• the health and safety of the individual continues to be met via this service modality; and 
• the individual agrees to the delivery via telehealth. 

 
Remote delivery includes an electronic method of service delivery. More specifically, "other technology" includes 
any two-way, real-time communication technology that meets HIPAA requirements. 

 
OPWDD's guidance establishes that remote supports meet all of the following requirements: 

• The remote supports ensure the participant's rights of privacy, dignity and respect, and freedom from coercion 
and restraint. 

• The remote supports do not isolate the participant from the community or interacting with people without 
disabilities. 

• The participant has other opportunities for integration in the community via  the other Waiver program services 
the participant receives and are provided in community settings; The request to use remote technology 
must be initiated by the person and his/her representative and not the provider 

• The remote supports must be described in the person's Life Plan (LP) and Staff Action Plan (SAP). 
 

Remote supports cannot be the only service delivery provision for a  participant seeking the use of remote 
technology to deliver a given service. To be appropriate for the person, the remote delivery of services must be able 
to be effectuated via verbal prompting only. The health and safety of the individual will continue to be met via 
telehealth delivery of the service. 
 
The request to use remote technology is confirmed as part of the person-centered planning process. People must have 
an informed choice between in person and remote supports, that is confirmed using the person-centered planning 
process. The planning team must determine how the need for hands-on services can be met during time when remote 
services are provided (e.g. natural support assisting with toileting). If these needs cannot be met and the person's 
privacy assured, then the delivery of services using remote technology would not be appropriate. The planning team 
will establish an agreed upon schedule for in-person and remote technology-delivered services. 
 
Participants must affirmatively choose remote service provision over in-person supports. The individual provides 
written consent to the delivery via telehealth. The LP documentation will be amended to accommodate consent 
specific to the use of telehealth. The signed consent will last for a  period of up to six (6) months to coincide with the 
LP Review. Consent may be withdrawn by the individual and/or their representative at any time for any reason by 
contacting the Care Coordinator. The Care Coordinator will then modify the LP and follow-up with the provider to 
inform them of this change in the LP. 
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Agency

In addition, as partof the person-centeredplanningprocess the personand/or his or her representative are made aware 
that the use of remote technology for service delivery is his/her choice and permission to use remote technology may be 
withdrawn at any time.

The method of service delivery per the individual’s preference is subject to ongoing review by OPWDD Division of 
Quality Improvement as part of its Person-Centered Review (PCR).

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E 

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person 

Relative

Legal Guardian 
Provider Specifications:

Provider Category Provider Type Title

Agency non-profit organization or state

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: FamilyEducation and Training 

Provider Category:

Provider Type:

ProviderQualifications 
License (specify):

FET has a unit of service of up to two hours in length. Two units of service willbe provided per year. The regional 
office may authorize additional units of service for participants demonstrating extreme behavioral management 
needs if there is sufficient clinical data.

non-profit organization or state
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Certificate (specify): 
 

Other Standard (specify): 
 

OPWDD establishes standards for providers of waiver services, reviews completed provider applications 
and for qualified providers, issues Waiver provider agreements that allow participation in the waiver 
program, provides the application for eMedNY and issues operating certificates for all waiver services. 
The DOH Division of Operations then reviews the completed eMedNY application and 
recommendations made by OPWDD, completes an in depth review that incorporates four different 
sanction searches: eMedNY Sanction, NYS OMIG, HHS-OIG, and Excluded Parties List on the 
providers board members and managing employees. If found to be appropriate, the DOH Division of 
Operations then issues a Medicaid provider agreement to enroll the voluntary provider in the NYS 
Medicaid program in accordance with regulations found at Part 504 of 18 NYCRR. 

 
OPWDD directly provides HCBS waiver services through its State Operations Offices. In addition, 
HCBS waiver services are provided by provider agencies which are non-profit organizations. Non-profit 
organizations include: non- profit corporations formed under New York State Law or authorized to do 
business in New York, local government units, or organizations created by an act of the New York State 
Legislature for charitable purposes which include providing services to persons with developmental 
disabilities. 

 
If the provider agency employs professional clinical staff, that staff person must have the appropriate 
credentials stipulated by the OPWDD and/or the NYS Department of Education under the following 
regulations and laws: 
• Nursing (8 NYCRR Part 64, and Education Law Title 8, Article 139) 
• Speech Language Pathologist (8 NYCRR Part 75, and Education Law Title 8, Article 159) 
• Psychology (8 NYCRR Part 72, and Education Law Title 8, Article 153) 
• Social Work (8 NYCRR Part 74, and Education Law Title 8, Article 154) 
• Rehab Counselor (14 NYCRR Part 679.99) 
• Dietetics/Nutrition (8 NYCRR Part 79, and Education Law Title 8, Article 157) 
• Occupational Therapy (8 NYCRR Part 76, and Education Law Title 8, Article 156) 
• Physical Therapy (8 NYCRR part 77, and Education Law Title 8, Article 136) 
• Applied Behavioral Sciences Specialist (8 NYCRR Part 79, and Education Law Title 8, Article 167) 
• Behavioral Intervention Specialist (14 NYCRR part 633-16.b(32). 

 
Direct support professionals must have completed the training stipulated in 14 NYCRR Part 633.8. 
Provider agencies must comply with 14 NYCRR Part 633, "Protections of Individuals Receiving 
Services", including Criminal Background Check (CBC) screening. Provider agencies must also comply 
with the Part 624, "Reportable Incidents and Client Abuse", Part 625, “Events and Situations that are 
Not Under the Auspices of an Agency”, and Part 635, "General Quality Control and Administrative 
Requirements". OPWDD directs provider agencies to screen staff against the Medicaid Excluded 
Provider lists maintained by the Department of Health and the HHS Office of the Inspector General. 
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Verification of Provider Qualifications 
Entity Responsible for Verification: 

 

Frequency of Verification: 
 

Appendix C: Participant Services 
C-1/C-3: Service Specification 

 
 

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable). 
Service Type: 

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute. 
Service Title: 

 

 

HCBS Taxonomy: 
 
 

Category 1: Sub-Category 1: 
 

 

Category 2: Sub-Category 2: 
 

 

Category 3: Sub-Category 3: 
 

Service Definition (Scope): 
Category 4: Sub-Category 4: 

 

Other Service 

Intensive Behavioral Services 

10 Other Mental Health and Behavioral Services 10040 behavior support 

OPWDD is responsible to verify provider qualifications. Routine reviews of all providers are performed by 
OPWDD’s Division of Quality Improvement (DQI). During these reviews, DQI reviews provider compliance 
with the Criminal Background Check (CBC) regulations, the Part 633.8 training requirements, and other 
applicable requirements. 

Routine reviews of all provider agencies are performed by OPWDD's Division of Quality Improvement (DQI). 
Providers are reviewed on a routine basis and may receive an operating certificate for up to a 3 year period of 
time. 
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Intensive Behavioral Services is a  waiver service, which is available under the following circumstances:

(1) For individuals whoreside in a non-certified residential location, their own homeor family home, or a family 
care home; and

(2) The individualor a partyactingon behalf of the individualcertifies throughwritten documentation that the 
individual is at risk of imminent placement in a more restrictive livingenvironment due to challengingbehavioral 
episodes.

Intensive Behavioral Services are short-term, outcome-oriented, and of higher intensity than other behavioral 
interventions and are focused on developing effective behavioral management strategies to ensure health and safety 
and/or improve qualityof life. Intensive BehavioralServices differ from services available through theStatePlanas 
follows: the service will be available in the person's home; the service is short-term designed to achieve community 
stabilization; the service is of high intensity; the intent is to develop effective behavioral strategies that will be 
maintained, if necessary, through transitioning to other appropriate services to help the person to sustain the 
behavioral strategies long-term.

The components of Intensive Behavioral Services may include:

-completing the functional behavioral assessment,

-gathering information from other sources such as family, community supports or other affected service providers,

-developing a Behavior Support Plan

-implementation and monitoring of behavioral interventions and strategies with the individual,

-collateral contacts that are for the direct benefit of the individual and enhance the effectiveness of the service,

-training of the primary caregivers and/or staff in the utilization of the behavioral interventions, and

-transitionalplanningwith family, collateralandother agencies to refer theindividual to appropriateservices to 
maintain the behavioral strategies long-term.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E 

Provider managed

OPWDD's regional offices will authorize services if there is written documentation that substantiates that the 
individual is at risk of imminent placement in a more restrictive living environment due to behavioral episodes. The 
regional office's review to confirm that there is written documentation that substantiates the individual’s risk may 
include the individual’s Life Plan, an intake or application form, a clinical inventory, current receipt of services, and 
additional supporting documentation. The risk assessment is consistently applied, but based on the person’s available 
records different types of documents may need to be assessed.

Intensive BehavioralServices are authorizedby theregionalofficeandconsists of thedevelopment of a functional 
behavioral assessment and behavioral support plan, and service hours to assist in implementing the behavior plan. 
Service hours may be authorized for up to a twelve month period and a maximum of 75 hours. Payment for the 
development of the person's functional behavioral assessment and behavior support plan is limited to once every 
three years.

To the extent thatany listed services are covered under thestateplan, theservicesunder thewaiver wouldbe limited 
to additional services not otherwise covered under the state plan, but consistent with waiver objectives of avoiding 
institutionalization.
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Agency 

 
Specify whether the service may be provided by (check each that applies): 

 
Legally Responsible Person 

Relative 

Legal Guardian 
Provider Specifications: 

 

Provider Category Provider Type Title 

Agency non-profit organization or state 

 
Appendix C: Participant Services 

C-1/C-3: Provider Specifications for Service 
 

Service Type: Other Service 
Service Name: Intensive Behavioral Services 

Provider Category: 
 

Provider Type: 
 

Provider Qualifications 
License (specify): 

 

Certificate (specify): 
 

Other Standard (specify): 

non-profit organization or state 
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Provider agencies must demonstrate a capacity to deliver effective Intensive Behavioral Services. This 
demonstration of capacity must include the employment of and/or access to professional staff to deliver 
Intensive Behavioral services and to supervise the delivery of these services as outlined in this section. 

 
Individuals who provide Intensive Behavioral Services, including development of the Functional 
Behavioral Assessment (FBA) and Behavior Support Plan (BSP) must meet required credentials and 
experiential requirements as follows: 

 
-- Required Credentials: NYS Licensed Clinical Social Workers LCSW; or NYS licensed psychologists; 
or NYS Licensed Master Social Workers; or master’s degree in psychology; or master’s degree in a 
related human services field subject to the approval of OPWDD on a case-by-case basis. 

 
LCSWs or NYS licensed psychologists must supervise individuals who are authorized to provide 
Intensive Behavioral Services as outlined above (i.e., LMSW or individuals with masters degrees). 
LCSWs or NYS licensed psychologists serving in a supervisory role must have at least two years of 
post-licensure experience in clinical supervision, and at least two years of post-licensure experience in 
treating or working with individuals with developmental disabilities and maladaptive or inappropriate  
behavior (the clinical supervision and post- licensure experience may occur concurrently). All clinical 
supervision must be provided in accordance with New York State requirements. If LCSWs or NYS 
licensed psychologists are delivering Intensive behavioral services, clinical supervision by other LCSWs 
or NYS licensed psychologists is not required. 

 
All professional clinical staff persons must have the appropriate credentials stipulated by the NYS 
Department of Education. Provider agencies must comply with 14 NYCRR Part 633, "Protections of 
Individuals Receiving Services", including Criminal Background Check (CBC) screening. Provider 
agencies must also comply with the Part 624, "Reportable Incidents and Client Abuse", Part 625, 
“Events and Situations that are Not Under the Auspices of an Agency”,  Part 635, "General Quality 
Control and Administrative Requirements", and Part 636, “Services and Supports for Individuals with 
Developmental Disabilities”. OPWDD directs provider agencies to screen staff against the Medicaid 
Excluded Provider lists maintained by the NYS Department of Health and the HHS Office of the 
Inspector General. 

 
Agencies providing Intensive Behavioral Services must demonstrate that they have systems in place to 
monitor the progress of individuals receiving Intensive Behavioral Services; to evaluate the outcome of 
the services; and to transition the individuals served to appropriate services to maintain their behavioral 
strategies. Provider outcome evaluation systems must focus on quantitative and qualitative measures of 
outcomes achieved. 

 
Provider agencies must further demonstrate that they have effective clinical supervision systems and 
oversight controls in place that address the following: 

 
• the number of supervisees assigned to each licensed/credentialed supervisor 

 
• the type of supervision (in-person individual or group) 

 
• the required frequency of supervision 

 
• the provision of a contingent emergency supervisor if the assigned supervisor is not immediately 
available 

 
• requirements for the supervisor’s record or log of supervision including: the name and title of the 
supervisee; the date, length and location of supervision; the type of supervision; the nature of 
supervision (i.e., review of treatment/interventions, observations, in-service training); the signature and 
title of the supervisor; 

 
• the effectiveness of supervision 
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 For contracted providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is 
responsible to ensure that the provider is one that is approved by OPWDD to provide HCBS waiver 
services. 

 
OPWDD establishes standards for providers of waiver services, reviews completed provider 
applications and for qualified providers, issues Waiver provider agreements that allow participation 
in the waiver program, provides the application for eMedNY and issues operating certificates for all 
waiver services. The DOH Division of Operations then reviews the completed eMedNY application 
and recommendations made by OPWDD, completes an in depth review that incorporates four 
different sanction searches: eMedNY Sanction, NYS OMIG, HHS-OIG, and Excluded Parties List 
on the providers board members and managing employees. If found to be appropriate, the DOH 
Division of Operations then issues a Medicaid provider agreement to enroll the voluntary provider in 
the NYS Medicaid program in accordance with regulations found at Part 504 of 18 NYCRR. 

 
OPWDD directly provides HCBS waiver services through its State Operations Offices. In addition, 
HCBS waiver services are provided by provider agencies which are non-profit organizations. Non-
profit organizations include: non- profit corporations formed under New York State Law or 
authorized to do business in New York, local government units, or organizations created by an act of 
the New York State Legislature for charitable purposes which include providing services to persons 
with developmental disabilities. 
 

Verification of Provider Qualifications 
Entity Responsible for Verification: 

 

Frequency of Verification: 
 
 
  

For contracted providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible 
to ensure that the provider is one that is approved by OPWDD to provide HCBS waiver services. The 
OPWDD approval is based upon its review that the entity is fiscally viable and meets the minimum 
standards to deliver HCBS waiver services including satisfactory character, competence, education and 
experience. The FIDA-IDD is responsible for verifying appropriate credentials for professional staff and 
compliance with applicable State and Federal regulations and requirements when licensed staff deliver 
waiver services. 
OPWDD is responsible to verify provider qualifications. Routine reviews of all providers are performed 
by OPWDD’s Division of Quality Improvement (DQI). During these reviews, DQI reviews provider 
compliance with the Criminal Background Check (CBC) regulations, the Part 633.8 training 
requirements, and other applicable policies and regulations. DQI will review to ensure that staff 
providing Intensive Behavioral Services meet the educational and experiential criteria in accordance with 
OPWDD policies. 

NYS performs a review of all OPWDD providers including providers contracted with the FIDA-IDD 
Plan. For providers that bill eMedNY directly for waiver services, routine reviews of providers 
through samples of individuals in the waiver are performed by OPWDD’s Division of Quality 
Improvement (DQI). Providers are reviewed on a routine basis and may receive an operating 
certificate for up to a 3 year period of time. 
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Appendix C: Participant Services 
C-1/C-3: Service Specification 

 
 

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable). 
Service Type: 

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 

specified in statute. 
Service Title: 

 

 

HCBS Taxonomy: 
 
 

Category 1: Sub-Category 1: 
 

 

Category 2: Sub-Category 2: 
 

 

Category 3: Sub-Category 3: 
 

Service Definition (Scope): 
Category 4: Sub-Category 4: 

 

Other Service 

Pathway to Employment 

03 Supported Employment 03030 career planning 

03 Supported Employment 03010 job development 
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The Pathway to Employment is a  person-centered, comprehensive career planning and support service that provides 
assistance for participants to obtain, maintain or advance in competitive employment or self - employment. 

 
The Pathway to Employment service will be available to individuals expressing an interest in competitive 
employment or self- employment including (but not limited to) individuals who receive Day Habilitation, Pre- 
Vocational and Supported Employment services, as well as students leaving high school. 

 
It is a  focused, time limited service that engages a participant in identifying a career direction, provides instruction 
and training in pre-employment skills, and develops a plan for achieving competitive, integrated employment at or 
above the state minimum wage. Within 12 months, or sooner, the outcome of this service is documentation of the 
participant’s stated career objective; a detailed career plan used to guide individual employment supports; and 
preparation for supported employment services that assist a  participant in obtaining, maintaining or advancing in 
competitive employment or self-employment. 

 
Pathway to Employment participants must have competitive employment or self -employment as a stated goal in 
their service plans. The Pathway to Employment service will combine an individualized career planning process that 
identifies the person’s support needs with the provision of services that will strengthen the skills needed to obtain, 
maintain or advance in competitive employment. Services provided under the Pathway to Employment service will 
be person-centered and may include; but not be limited to: vocational assessment; situational assessment; job 
readiness training including individualized and appropriate work- related behaviors; community experiences; pre- 
employment skills including tasks necessary to obtain employment based on the individualized needs of the 
participant; job related discovery; experiential learning in career exploration and vocational discovery; experiential 
learning to achieve a specific vocational outcome; assessment for use of assistive technology to increase 
independence in the workplace; community experiences through paid or unpaid internships, mentorships, 
apprenticeships, job clubs, work site visits, job placement, and other job exploration modalities; education and 
counseling around benefits management and employment; person-centered vocational planning; customized job 
development; individualized, ongoing job coaching; travel training; and behavioral in terventions and supports. 

 
The Pathway to Employment service may also provide planning for self -employment. Specific services include: 
identifying skills that could be used to start a  business, and identifying business training and technical assistance that 
could be utilized in achieving self-employment goals. 

 
Employment Related Goals: All Pathway to Employment participants will develop a specific individualized career 
plan with the Pathway to Employment provider for services that will focus on the individual’s unique employment 
needs, talents, employment goals, and natural supports. At the end of Pathway to Employment, the provider in 
cooperation with the individual will create a formal vocational plan that will allow the individual to have a map of 
their career path. This Pathway to Employment career plan will outline the responsibilities of the participant and the 
responsibilities of the provider towards achievement of the employment goals. 

 
It is anticipated that the majority of the Pathway to Employment service will be provided in community settings or at 
particular work sites. The cost of any reimbursable transportation associated with Pathway to Employment is 
included in the Pathway to Employment fee. 

 
Services provided under Pathway to Employment are not available if it is funded under section 110 of the 
Rehabilitation Act of 1973 or the IDEA (20 U.S.C. 1401 et seq.). 

 
The State will allow the remote delivery of Pathway to Employment services through the telephone or other 
technology in accordance with State, Federal, and Health Insurance Portability and Accountability Act (HIPAA) 
requirements where: 

• a certified provider agency exercising good clinical judgment determines a telehealth encounter is appropriate for 
the delivery of services to an individual; 

• the delivery of services can be effectuated via verbal prompting only; 
• the health and safety of the individual continues to be met via this service modality; and 
• the individual agrees to the delivery via telehealth. 

 
Remote delivery includes an electronic method of service delivery. More specifically, "other technology" includes 
any two-way, real-time communication technology that meets HIPAA requirements. 
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OPWDD's guidance establishes that remote supports meet all of the following requirements:
• The remotesupportsensure theparticipant's rights of privacy, dignityandrespect, and freedom from coercion 
and restraint.
• The remotesupportsdo not isolate the participant from thecommunityor interacting with people without 
disabilities.
• The participant hasother opportunities for integration in thecommunityvia the other Waiver programservices 
the participant receives and are provided in community settings; The request to use remote technology must be 
initiated by the person and his/her representative and not the provider

• The remote supports must be described in the person's Life Plan (LP) and Staff Action Plan (SAP).

Remote supports cannotbe theonly service delivery provision for a participant seeking the useof remotetechnology 
to deliver a given service. To be appropriate for the person, the remote delivery of services must be able to be 
effectuated via verbal prompting only. The health and safety of the individual will continue to be met via telehealth 
delivery of the service.

The request to use remote technology is confirmed as part of the person-centered planning process. People must 
have an informed choice between in person and remote supports, that is confirmed using the person-centered 
planning process. The planning team must determine how the need for hands-on services can be met during time 
when remote services are provided (e.g. natural support assisting with toileting). If these needs cannot be met and 
the person's privacyassured, then thedeliveryof services using remotetechnology would not be appropriate. The 
planning team will establish an agreed upon schedule for in-person and remote technology-delivered services.

Participants must affirmatively choose remote service provision over in-person supports. The individual provides 
written consent to the delivery via telehealth. The LP documentation will be amended to accommodate consent 
specific to the use of telehealth. The signedconsent will last for a periodof up to six (6) months to coincidewith the 
LP Review. Consent may be withdrawn by the individual and/or their representative at any time for any reason by 
contacting the Care Coordinator. The Care Coordinator will then modify the LP and follow-up with the provider to 
inform them of this change in the LP.

In addition, as partof the personcenteredplanningprocess the personand/or his or her representative are made 
aware that the use of remote technology for service delivery is his/her choice and permission to use remote 
technology may be withdrawn at any time.

The use of remote technology is subject to ongoing review by OPWDD Division of Quality Improvement as part of 
its Person-Centered Review (PCR).

Implementation of this proposalwill take effect following the end dateof theOPWDD COVID-19Appendix K 
authority.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E 

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person

A detailed vocational career plan and preparation for supported employment services that assist an individual in 
obtainingcompetitive, integrated employment at or above the state minimum wage is the expectedoutcomefrom 
this service.

Pathway to Employmentservicesare limited to 1 year, however, providers mayrequestandbe approvedfor an 
extension of services.

There is a lifetime limit of 556 hours for the service.
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Agency 

 

Relative 

Legal Guardian 
Provider Specifications: 

 

Provider Category Provider Type Title 

Agency non-profit organization or state 

 
Appendix C: Participant Services 

C-1/C-3: Provider Specifications for Service 
 

Service Type: Other Service 
Service Name: Pathway to Employment 

Provider Category: 
 

Provider Type: 
 

Provider Qualifications 
License (specify): 

 

Certificate (specify): 
 

Other Standard (specify): 

non-profit organization or state 
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A Medicaid Provider Agreement is issued by DOH to the HCBS Waiver Provider based on an OPWDD 
recommendation (based on applicable OPWDD regulations) and in accordance with regulations found at 
Part 504 of 18 NYCRR. The Medicaid Provider Agreement is issued based on the determination that the 
agency will have, or continues to have, satisfactory character, competence, education, and experience to 
deliver waiver services, and that the agency is fiscally responsible and viable. 

 
OPWDD establishes standards for providers of waiver services, reviews completed provider 
applications and for qualified providers, issues Waiver provider agreements that allow participation in 
the waiver program, provides the application for eMedNY and issues operating certificates for all 
waiver services. The DOH Division of Operations then reviews the completed eMedNY application and 
recommendations made by OPWDD, completes an in depth review that incorporates four different 
sanction searches: eMedNY Sanction, NYS OMIG, HHS-OIG, and Excluded Parties List on the 
providers board members and managing employees. If found to be appropriate, the DOH Division of 
Operations then issues a Medicaid provider agreement to enroll the voluntary provider in the NYS 
Medicaid program in accordance with regulations found at Part 504 of 18 NYCRR. 

 
OPWDD directly provides HCBS waiver services through its State Operations Offices. In addition, 
HCBS waiver services are provided by provider agencies which are non-profit organizations. Non-profit 
organizations include: non-profit corporations formed under New York Sta te Law or authorized to do 
business in New York, local government units, or organizations created by an act of the New York State 
Legislature for charitable purposes which include providing services to persons with developmental 
disabilities. 

 
If the provider agency employs professional clinical staff, that staff person must have the appropriate 
credentials stipulated by the OPWDD and/or the NYS Department of Education under the following 
regulations and laws: 
• Nursing (8 NYCRR Part 64, and Education Law Title 8, Article 139) 
• Speech Language Pathologist (8 NYCRR Part 75, and Education Law Title 8, Article 159) 
• Psychology (8 NYCRR Part 72, and Education Law Title 8, Article 153) 
• Social Work (8 NYCRR Part 74, and Education Law Title 8, Article 154) 
• Rehab Counselor (14 NYCRR Part 679.99) 
• Dietetics/Nutrition (8 NYCRR Part 79, and Education Law Title 8, Article 157) 
• Occupational Therapy (8 NYCRR Part 76, and Education Law Title 8, Article 156) 
• Physical Therapy (8 NYCRR part 77, and Education Law Title 8, Article 136) 
• Applied Behavioral Sciences Specialist (8 NYCRR Part 79, and Education Law Title 8, Article 167) 
• Behavioral Intervention Specialist (14 NYCRR part 633-16.b(32). 

 
Direct support professionals must have completed the training stipulated in 14 NYCRR Part 633.8. 
Provider agencies must comply with 14 NYCRR Part 633, "Protections of Individuals Receiving 
Services", including Criminal Background Check (CBC) screening. Provider agencies must also comply 
with the Part 624, "Reportable Incidents and Client Abuse", Part 625, “Events and Situations that are 
Not Under the Auspices of an Agency”, Part 635, "General Quality Control and Administrative 
Requirements", and Part 636, “Services and Supports for Individuals with Developmental Disabilities” . 
OPWDD directs provider agencies to screen staff against the Medicaid Excluded Provider lists 
maintained by the Department of Health and the HHS Office of the Inspector General. 

Verification of Provider Qualifications 
Entity Responsible for Verification: 
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Frequency of Verification: 

 
 
 
 
 
 

Appendix C: Participant Services 
C-1/C-3: Service Specification 

 
 

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable). 
Service Type: 

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute. 
Service Title: 

 

 

HCBS Taxonomy: 
 
 

Category 1: Sub-Category 1: 
 

 

Category 2: Sub-Category 2: 
 

 

Category 3: Sub-Category 3: 
 

Service Definition (Scope): 
Category 4: Sub-Category 4: 

For contracted providers of the FIDA-IDD Plan that deliver waiver services the FIDA-IDD is responsible 
to ensure that the provider is one that is approved by OPWDD to provide HCBS waiver services. The 
OPWDD approval is based upon its review that the entity is fiscally viable and meets the minimum 
standards to deliver HCBS waiver services including satisfactory character, competence, education and 
experience. The FIDA-IDD is responsible for verifying appropriate credentials for professional staff and 
compliance with applicable State and Federal regulations and requirements when licensed staff deliver 
waiver services. 
OPWDD is responsible to verify provider qualifications. Routine reviews of all providers are performed 
by OPWDD’s Division of Quality Improvement (DQI). During these reviews, DQI reviews provider 
compliance with the Criminal Background Check (CBC) regulations, the Part 633.8 training 
requirements, and other applicable requirements. 

Other Service 

Vehicle Modifications 

14 Equipment, Technology, and Modifications 14020 home and/or vehicle accessibility adaptations 

NYS performs a routine review of all OPWDD providers including providers contracted with the FIDA-IDD 
Plan. For providers that bill eMedNY directly for waiver services, routine reviews of providers through 
samples of individuals in the waiver are performed by OPWDD’s Division of Quality Improvement (DQI). 
Providers are reviewed on a routine basis and may receive an operating certificate for up to a 3 year period 
of time. 
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Agency

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E 

Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person 

Relative

Legal Guardian 
Provider Specifications:

Provider Category Provider Type Title

Agency State or FIDA-IDD

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Vehicle Modifications 

Provider Category:

Provider Type:

Vehicle Modifications are physicaladaptations to theparticipant's vehicle, required by theparticipant's serviceplan, 
that are necessary to ensure the health, welfare andsafetyof the participantor thatenable theparticipant to function 
with greater independence. These physical adaptations include: portable electric/hydraulic and manual lifts, ramps 
and ancillary equipment or modifications necessary to guarantee full access to, and safety in, a  motor vehicle.

In Fee-for-Service (FFS), NYS or an OPWDD approved provider agency is the provider of record for Vehicle
Modifications for billingpurposes. Thework is done by a contractor who is selected through a standard bid process, 
following the rules established by the NYS Office of the State Comptroller. In the FIDA-IDD the plan is the payer 
and may contract with an approved network provider for the technology. The Vehicle Modification is only billed to 
Medicaid once the contract work is verified as complete and the amount billed is equal to the contract value.

Vehicle Modifications are limited to the primary vehicle of the recipient.

In most instances a specific type of Vehicle Modification is a one-time benefit to motor vehicles used by the 
participant. However, in reasonable circumstances determined andapprovedbytheState, a second modificationmay 
be considered for funding if the current modifications are in need of repair, worn-out or unsafe. Replacements, 
repairs, upgrades, or enhancements made to existing equipment will be paid if documented as a necessity. In 
addition, when thevehicle's adaptive equipmentmust bereplaced or repaired, a depreciationschedule willbe used to 
determine the limit of the amount to be applied to the cost.

Modifications to motor vehicles used by the participant will be limited to a maximum expenditure of $35,000, 
$65,000 for complex modifications (e.g. Modifications that allow a person who uses a wheelchair to drive the 
vehicle), once in a five (5) year period. In instances when the vehicle's adaptive equipment must be replaced or 
repaired, a depreciation schedule will be used to determine the limit of the amount to be applied to the cost.

Only those devices/servicesnot reimbursable under theStateMedicaidPlanwill be reimbursable under theHCBS 
Waiver.
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Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications 
Entity Responsible for Verification:

Frequency of Verification:

Appendix C: Participant Services
C-1: Summary of Services Covered (2 of 2)

b. Provision of Case Management Servicesto WaiverParticipants. Indicate how case management is furnished to waiver 
participants (select one):

Not applicable - Case management is not furnished as a distinct activity to waiver participants.
Applicable - Case management is furnished as a distinct activity to waiver participants.
Check each that applies:

As a waiver service defined in Appendix C-3. Do not complete item C-1-c.

As a Medicaid state plan serviceunder §1915(i) of the Act (HCBS as a State Plan Option). Complete item 
C-1-c.

As a Medicaid state plan serviceunder §1915(g)(1) of the Act (Targeted CaseManagement). Complete item 
C-1-c.

As an administrative activity. Complete item C-1-c.

As a primary care case management system service under a concurrent managed care authority. Complete

State or FIDA-IDD

OPWDD, the state operatingagency, or the FIDA-IDD is the serviceprovider. Thestateor FIDA-IDD, 
are approved Medicaid providers and contract with approved network providers

OPWDD, the state operating agency, or the FIDA-IDD is the service provider.

All OPWDD State Operations Offices are approved by the Department of Health (DOH) to provide any 
of the services included in the waiver.

The FIDA-IDD will be authorized by article 44 of the NYS Public Health Law to act as a Managed Care 
Entity.

OPWDD issues operating certificates for waiver providers for a three-year period. Providers are subject 
to a routine review by OPWDD/DQI and, if needed, action to close an operating certificate may be taken 
prior to the next reissuance of the operating certificate. The FIDA-IDD is required to recredential 
providers for inclusion in its network every three years and to continually confirm the providers status as 
required by 42 C.F.R. §§ 438.214 and 422.204.
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item C-1-c.

c. Deliveryof Case Management Services. Specify theentity or entities that conductcase management functions onbehalf 
of waiver participants:

Appendix C: Participant Services
C-2: General Service Specifications (1 of 3)

a. Criminal Historyand/orBackground Investigations. Specify the state's policies concerning theconduct of criminal 
history and/or background investigations of individuals who provide waiver services (select one):

No. Criminal historyand/orbackground investigations are not required. 

Yes. Criminal history and/or background investigations are required.

Specify: (a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be 
conducted; (b) the scopeof such investigations (e.g., state, national); and, (c) the process for ensuring thatmandatory 
investigationshave been conducted. State laws, regulations andpolicies referenced in this descriptionare available to 
CMS upon request through the Medicaid or the operating agency (if applicable):

Care management services are conducted by a Care Coordination Organization (CCO) or the FIDA-IDD.

For individuals not enrolled in a managed care FIDA-IDD, care management services are provided through the robust 
HealthHome CareManagement model (SPA# NY-17-0025) or through theBasic HCBS PlanSupportoption (SPA# NY-
18-0058). Also see Appendix D for more information.

For individuals enrolled in a managed care FIDA-IDD, care management is provided as part of the FIDA-IDD's care 
management responsibilities through the FIDA-IDD directly or throughanappropriate network provider under the FIDA-
IDD's auspices.
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Fingerprinting of staff is required of waiver service providers as described in Mental Hygiene Law 16.34, Exec. L. 
845-b and 14 NYCRR Sections 633.22 and 701 which states: 
1) all potential employees and volunteers of non-state provider agencies providing waiver services who will have 
regular and substantial unsupervised or unrestricted physical contact with an individual receiving services; and  
2) family care providers, family care respite and substitute providers and every person over the age of 18 years who 
will reside in a family care home. 
3) employees of contractors of waiver providers which provide transportation services (e.g. bus companies) or staff. 

 
These positions include direct care staff and their supervisors, job coaches, clinicians providing clinical services, 
individuals working in certified sites and community settings, or providing transportation services, care managers, 
and other positions deemed to have regular and substantial unsupervised contact with individuals. 

 
Additionally, NYS Civil Service Law 50(4) and NYS Labor Law 201-a require fingerprinting for all potential 
employees of OPWDD providing waiver services. 

 
Criminal Background Check Process: 

 
An applicant for employment who meets the criteria for a criminal background record check must complete the 
required consent forms. Fingerprints are submitted via the New York State Justice Center for the Protection of 
People with Special Needs (The Justice Center) to the New York State Division of Criminal Justice Services 
(DCJS), which conducts a search of state records and records maintained by the Federal Bureau of Investigation. 
Results are sent to the Justice Center’s criminal background check (CBC) unit electronically through the DCJS's E- 
Justice website, generally within three days of fingerprinting. 

 
The CBC unit notifies the prospective employer (OPWDD or the non-state provider) of the determination indicating 
denial, pending denial, abeyance (meaning that a determination cannot be made at that time) or non-denial for each 
applicant. At the time of notification, the CBC unit will also inform the prospective employer what actions shall or 
may be taken regarding the applicant. Notification to the employer is provided through the Justice Center CBC 
System. 

 
While the results of the CBC check are pending, applicants may be temporarily approved for supervised contact with 
individuals receiving services subject to the restrictions specified in 14 NYCRR 633.22(f). Applicants may not have 
unsupervised contact until the results of the check are received. 

 
After the initial CBC determination has been made, the Justice Center CBC unit will send notice to the authorized 
person if the subject party is arrested after the original determination. In accordance with OPWDD regulations, the 
authorized person is responsible for conducting a safety assessment of the service environment and taking all 
appropriate steps to protect the health and safety of the persons receiving services. In addition, the provider is 
responsible for monitoring the outcome of any pending charge and this assessment must be documented and 
available for review by OPWDD. 

 
Oversight: 
Criminal Background Checks: 
All waiver provider agencies undergo a routine OPWDD Division of Quality Improvement (DQI) quality survey. 
Surveyors review provider records to ensure that criminal background checks have been conducted for appropriate 
employees. Any problems uncovered are reported to the agency which is given an opportunity to develop a plan of 
correction for systemic issues and must also ensure that any individuals who are found to have not been screened 
must be appropriately supervised until their clearance is granted. The implementation of the plan is later verified by 
the DQI unit. 

 
Excluded Providers: 

 
OPWDD and the Department of Health have notified non-state providers about rules concerning persons excluded 
from providing services under the Medicaid or Medicare program. The State list is maintained by the NYS 
Department of Health and the Federal list is maintained by the United States HHS Office of Inspector General. 

 
Lists of all employees and vendors involved with services provided by OPWDD (the operating agency) are 
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b. Abuse Registry Screening. Specifywhether the state requires the screeningof individuals who providewaiver services 
through a state-maintained abuse registry (select one):

No. The state does not conduct abuse registry screening.

Yes. The state maintains an abuse registryand requires the screeningof individuals through this 
registry.

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b) the types of positions for which 
abuseregistry screenings must beconducted;and, (c) the process for ensuring that mandatoryscreenings havebeen 
conducted. State laws, regulations and policies referenced in this description are available to CMS upon request 
through the Medicaid agency or the operating agency (if applicable):

submitted to theOffice of the Medicaid Inspector Generalon a quarterly basis for screeningagainst thedatabaseof 
excluded providers. All potential OPWDD employees and vendors are screened against the two excluded provider 
lists.
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Abuse/neglect background checks: 
1) Staff Exclusion List (SEL) check: As per Social Services Law 495 and 14 NYCRR 633.24, all state and non-state 
providers of waiver services (and specified contractors who will have potential for regular and substantial contact 
with individuals receiving services) are required to request a check of the SEL list from the Justice Center for 
employees, volunteers, family ca re providers, family care respite/substitute providers, interns and contractors. The 
SEL contains the names of current or former custodians (employees, volunteers, family care providers, contractors, 
consultants, etc.) who have a substantiated “Category One” report of abuse or neglect, or more than one 
substantiated “Category Two” reports within a specified period of time. The reports concern abuse or neglect that 
occurred on or after June 30, 2013 in programs certified or operated by OPWDD (as well as specified programs 
overseen by other State Agencies). A description of “Category One” conduct and “Category Two” conduct can be 
found in Social Services Law 493. 

 
SEL Process: The waiver provider (or certain contractors of the waiver provider) are required to submit SEL check 
requests to the Justice Center for potential employees, volunteers, family care providers, adults in the family care 
home, and contractors, consultants and interns who will have regular and substantial contact with individuals 
receiving services. If the applicant is on the SEL the provider may not hire or otherwise allow the applicant to have 
regular and substantial contact with individuals receiving services. The applicant is not permitted to have regular and 
substantial contact with individuals receiving services until the results of the check are received. 

 
2) MHL 16.34 check: As per Mental Hygiene Law 16.34 and 14 NYCRR 633.24, all state and non-state providers or 
waiver services (and specified contractors) are required to request an “MHL 16.34 check” from OPWDD. The MHL 
16.34 check is requested for all applicants receiving a CBC check, except family care providers and adults in the 
family care home. The check concerns physical abuse, sexual abuse, psychological abuse and serious neglect that 
occurred prior to June 30, 2013 in programs certified or operated by OPWDD. 

 
MHL 16.34 Process: The waiver provider (or certain contractors of the waiver provider) submits a request to 
OPWDD. After a reasonably diligent search of records, if a  substantiated report of abuse or neglect is found that is 
dis-closable, OPWDD sends a summary report to the provider (or contractor). The provider or contractor is required 
to review the information provided and to make a decision about whether to hire or otherwise allow the party to have 
regular and substantial contact with an individual receiving services. The applicant is not permitted to have 
unsupervised contact with individuals receiving services until the results of the check are received. 

 
3) As per Executive Law 562 check: Executive Law 562 and 14 NYCRR 633.24, when a criminal background check 
is requested (except for a family care provider or adult living in a family care home) , the Justice Center will also 
search its records to see if there is a  finding of “Category Two” conduct concerning the applicant. This means that 
the person has been substantiated for “Category Two” abuse and neglect which occurred on or after June 30, 2013 
(see the discussion of SEL check for a description). 

 
Executive Law 562 Process: The check is automatically done by the Justice Center when it receives a CBC request. 
If there is a  finding of Category Two conduct the Justice Center will send a summary report to the waiver provider 
or contractor. The provider or contractor is required to review the information provided and to make a decision 
about whether to hire or otherwise allow the party to have regular and substantial contact with an individual 
receiving services. 

 
4) Check of the Statewide Central Register of Child Abuse and Maltreatment (SCR): As per Social Services Law 
424-a and 14 NYCRR 633.24, waiver programs which are certified or operated by OPWDD are required to conduct 
this check (this excludes non-certified waiver programs such as Community Habilitation and Supported 
Employment unless the program is operated by OPWDD). The NYS Office of Children and Family Services 
(OCFS) maintains this register of indicated reports of child abuse and maltreatment, generally consisting of reports 
of familial abuse but including some reports of institutional abuse that occurred prior to June 30, 2013. The check is 
required for employees, volunteers, contractors, family care providers and adults who live in the family care home, 
family care respite/substitute providers, and contractors who have the potential for regular and substantial contact 
with individuals receiving services. 

 
SCR Check Process: The waiver provider submits a request to the SCR. Specified contractors submit a  request to 
OPWDD which then submits the request to the SCR. The provider or contractor is notified whether an indicated 
report exists concerning the applicant; if a  report exists, the provider or contractor is required to obtain pertinent  
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Appendix C: Participant Services
C-2: General Service Specifications (2 of 3)

c. Services in Facilities Subject to §1616(e) of the Social Security Act. Select one:

No. Home and community-based services under this waiver are not provided in facilities subject to
§1616(e) of the Act.

Yes. Home and community-based services areprovided in facilities subject to §1616(e) of the Act. The 
standards that apply to each type of facility where waiver services are provided are available to CMS 
upon request through the Medicaid agency or the operating agency (if applicable).

i. Types of Facilities Subject to §1616(e). Complete the following table for each type of facility subject to
§1616(e) of the Act:

Facility Type

Family Care

Individualized Residential Alternative

Community Residence

ii. LargerFacilities: In the caseof residential facilities subject to §1616(e) that serve four or more individuals 
unrelated to the proprietor, describe how a home and community character is maintained in these settings.

Appendix C: Participant Services
C-2: Facility Specifications

Facility Type:

Waiver Service(s) Provided in Facility:

Waiver Service Provided in Facility

Residential Habilitation

Day Habilitation

information about the indicated report and review the information to make a decision about whether to hire or
otherwise allow the party to have regular and substantial contact with an individual receiving services. The applicant 
is not permitted to have unsupervised contact with individuals receiving services until the results of the check are 
received.

Oversight:
OPWDD provides oversight by reviewing the abuse and mistreatment requirements during the DQI survey process. 
OPWDD's DQI surveyors review agency documentation and review personnel files of new employees to confirm 
compliance with the required SCR check. If an SCR check cannot be validated for a staff person, a deficiency 
statement will be issued and the staff person will not be allowed to work unsupervised until an SCR check request is 
submitted to OCFS and a response is received identifying no indicated abuse. If there is an indication of abuse, the 
process outlined above must be followed. DQI follows up to ensure that individual remediation action has been taken 
and that there is subsequent compliance with this requirement; DQI also confirms that the provider has established 
systems to prevent the recurrence of these findings.

Required information is contained in response to C-5.
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Waiver Service Provided in Facility 

Intensive Behavioral Services 
 

 

Prevocational Services 
 

 

Respite 
 

 

Vehicle Modifications 
 

 

Community Transition Services 
 

 

Community Habilitation 
 

 

Individual Directed Goods and Services 
 

 

Live-in Caregiver (42 CFR §441.303(f)(8)) 
 

 

Pathway to Employment 
 

 

Environmental Modifications (Home Accessibility) 
 

 

Supported Employment (SEMP) 
 

 

Assistive Technology - Adaptive Devices 
 

 

Family Education and Training 
 

 

Fiscal Intermediary (FI) 
 

 

Support Brokerage 
 

 
 

Facility Capacity Limit: 
 
 

 

Scope of Facility Sandards. For this facility type, please specify whether the state's standards address the 
following topics (check each that applies): 

 

Scope of State Facility Standards 
Standard Topic Addressed 

Admission policies 
 

 

Physical environment 
 

 

Sanitation 
 

 

Safety 
 

 

Staff : resident ratios 
 

 

Staff training and qualifications 
 

 

Staff supervision 
 

 

Resident rights 
 

 

Medication administration 
 

 

Use of restrictive interventions 
 

 

Incident reporting 
 

 

Provision of or arrangement for necessary health services 
 

 
 

When facility standards do not address one or more of the topics listed, explain why the standard is 
not included or is not relevant to the facility type or population. Explain how the health and welfare 
of participants is assured in the standard area(s) not addressed: 
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Appendix C: Participant Services
C-2: Facility Specifications

Facility Type:

Waiver Service(s) Provided in Facility:

Waiver Service Provided in Facility

Residential Habilitation x

Day Habilitation x

Intensive Behavioral Services

Prevocational Services

Respite

Vehicle Modifications

Community Transition Services

Community Habilitation x

Individual Directed Goods and Services

Live-in Caregiver (42 CFR §441.303(f)(8))

Pathway to Employment

Environmental Modifications (Home Accessibility)

Supported Employment (SEMP)

Assistive Technology - Adaptive Devices

Family Education and Training

Fiscal Intermediary (FI)

Support Brokerage

Facility Capacity Limit:

Scope of Facility Sandards. For this facility type, please specifywhether thestate's standards address the 
following topics (check each that applies):

Scope of State Facility Standards
Standard Topic Addressed

Admission policies

Physical environment
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Standard Topic Addressed

Sanitation x

Safety x

Staff : resident ratios x

Staff training and qualifications x

Staff supervision x

Resident rights x

Medication administration x

Use of restrictive interventions x

Incident reporting x

Provision of or arrangement for necessary health services x

When facility standards do not address one or more of the topics listed, explain why the standard is 
not included or is not relevant to the facility type or population. Explain how the health and welfare 
of participants is assured in the standard area(s) not addressed:

Appendix C: Participant Services
C-2: General Service Specifications (3 of 3)

d. Provision of Personal Care or SimilarServices by LegallyResponsibleIndividuals. Alegally responsible individual is 
any person who has a duty under state law to care for another person and typically includes: (a) the parent (biological or 
adoptive) of a minor child or the guardian of a minor child who must provide care to the child or (b) a spouse of a waiver 
participant. Except at the option of the State and under extraordinary circumstances specified by the state, payment may 
not be made to a legally responsible individual for the provision of personal care or similar services that the legally 
responsible individual would ordinarily perform or be responsible to perform on behalf of a waiver participant. Select one:

No. The state does not make payment to legally responsible individuals for furnishingpersonalcare or similar 
services.
Yes. The state makes payment to legally responsibleindividuals for furnishingpersonalcareor similarservices 
when they are qualified to provide the services.

Specify: (a) the legally responsible individuals who may be paid to furnish such services and the services they may 
provide; (b) state policies that specify the circumstances when payment may be authorized for the provision of 
extraordinary care by a legally responsible individual and how the state ensures that the provision of services by a 
legally responsible individual is in the best interest of the participant; and, (c) the controls that are employed to ensure 
that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 the personal care or similar 
services for which payment may be made to legally responsible individuals under the state policies specified here.

OPWDD recognizes that there are certain circumstances where paying a relative to provide essential services is both 
justifiable and beneficial to participants. These circumstances may include: a lack of available non-related staff 
persons in remote geographic regions who can furnish services at necessary times and places; extraordinary and 
specialized skills or knowledge by relatives in the provision of services and supports in the approved Life Plan; and 
efficiency and cost effectiveness. However, it is important to ensure that there are systems to guard against conflicts 
of interest, inadvertent limits on participant choice, and potential fraud. Therefore, OPWDD has adopted the 
following policy: OPWDD will allow relatives to be paid as service providers as long as (a) they are at least 18 years 
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of age and not the parents, legal guardians, spouses, or adult children (including sons and daughters-in-law) of the 
participant, and (b) the service is a function not ordinarily performed by a family member, and (c) the service is 
necessary and authorized and would otherwise be provided by another qualified provider of waiver services, and (d) 
the relative does not reside in the same residence as theparticipant. Inextraordinary circumstances, the followingare 
exceptions to this policy:

-The OPWDD Commissioner or designeemayauthorize a parentor legalguardian of anadult child (over the age of 
18) to be paid to provide waiver services, when it can be clearly documented that the arrangement is in the best 
interests of the participant.

-The OPWDD Commissioner or designee may authorize an otherwise qualified relative who resides in the same 
residence as the participant to be paid to provide waiver services when it can be clearly demonstrated that the 
arrangement is pursuant to the participant's choice, is in the best interests of theparticipant, and doesnotpotentially 
jeopardize the health, safety, rights and informed choice of the participant.

Additional safeguards willbe required by theCommissioner or designeeincluding frequent monitoring of this 
arrangement if either exception is authorized.

OPWDD providers have discretion to determine if relatives may be paid to be service providers under this policy. 
When the provider authorizes relatives to bepaid under this policy, the OPWDD provider mustdocument thereview 
and approval including that the arrangement is necessary, beneficial, anddoes not pose anysignificant risk factors to 
the participant and is in the participant's best interests. OPWDD's regionalofficemust receive writtennotificationof 
these arrangements and are responsible for oversight.

The services under this waiver for which relatives may be paid include the following: residential habilitation in 
family care homes; community habilitation; habilitative supports under consolidated supports and services; and 
respite. After 10/1/14, with thesunset of CSS, family members canbe employed todeliver self-directed Respite and 
self-directed Community Habilitation.

Relatives thatarepaid to provide services as outlinedabove mustmeet the samerequirementsandqualifications as 
other providers/staff and are subject to the same oversight levels as outlined in this application.

When providingservices, relativesactas anemployee of a non-for-profit agencyor as a self-directed/self-hired staff 
person under the administration of the FMS Agency, For agency provided services, the Medicaid payment is made
to the agency and the rate methodology does not differ if the staff person is a family member or is unrelated to the 
person served. For self-directed services under self-direction, the Medicaid payment is madeto theFMS agencyand 
the wage limit for the self-hired worker does not differ between self-hired staff who are related to the individual and 
those self-hired staff persons who are not related to the person.

Self-directed 

Agency-operated

e. Other State Policies Concerning Payment for Waiver Services Furnished by Relatives/Legal Guardians. Specify 
state policies concerning makingpayment to relatives/legalguardians for the provision of waiver services over andabove 
the policies addressed in Item C-2-d. Select one:

The state does not make payment to relatives/legal guardians for furnishing waiver services.

The state makes payment to relatives/legalguardiansunder specific circumstancesand onlywhen the 
relative/guardian is qualified to furnish services.

Specify the specific circumstances under which payment is made, the types of relatives/legal guardians to whom 
payment may be made, and the services for which payment may be made. Specify the controls that are employed to 
ensure thatpayments aremadeonly for services rendered. Also, specify in Appendix C-1/C-3 eachwaiver servicefor 
which payment may be made to relatives/legal guardians.
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OPWDD recognizes that there are certain circumstances where payinga relative to provide essential services is both 
justifiable and beneficial to participants. These circumstances may include: a lack of available non-related staff 
persons in remote geographic regions who can furnish services at necessary times and places; extraordinary and 
specialized skills or knowledge by relatives in the provision of services and supports in the approved Life Plan; and 
efficiency and cost effectiveness. However, it is important to ensure that there are systems to guard against conflicts 
of interest, inadvertent limits on participant choice, and potential fraud.

Therefore, OPWDD has adopted thefollowingpolicy: OPWDD will allow relatives tobe paid as serviceproviders 
as long as
(a) they are at least 18years of ageandnot the parents, legalguardians, spouses, or adult children (including sons 
and daughters-in-law) of the participant, and (b) the service is a function not ordinarily performed by a family 
member, and (c) the service is necessary and authorized and would otherwise be provided by another qualified 
provider of waiver services, and (d) the relative does not reside in the same residence as the participant.

In extraordinary circumstances, the following are exceptions to this policy:
-The OPWDD Commissioner or designeemayauthorize a parentor legalguardian of anadult child (over the age of 
18) to be paid to provide waiver services, when it can be clearly documented that the arrangement is in the best 
interests of the participant.
-The OPWDD Commissioner or designee may authorize an otherwise qualified relative who resides in the same 
residence as the participant to be paid to provide waiver services when it can be clearly demonstrated that the 
arrangement is pursuant to the participant's choice, is in the best interests of theparticipant, and doesnotpotentially 
jeopardize the health, safety, rights and informed choice of the participant.

Additional safeguards willbe required by theCommissioner or designeeincluding frequent monitoring of this 
arrangement if either exception is authorized.

OPWDD providers that bill eMedNY directly have discretion to determine if relatives may be paid to be service 
providers under this policy. For individuals enrolled in FIDA-IDD, the provider agency has discretion to determine 
if relatives may be paid to be service providers under this policy. When the provider as applicable authorizes 
relatives to be paid under this policy, the OPWDD provider must document the review and approval including that 
the arrangement is necessary, beneficial, anddoes notpose anysignificant risk factors to the participantand is in the 
participant's best interests. OPWDD Regional Offices must receive written notification of these arrangements from 
providers that bill eMedNY directly and are responsible for oversight of this arrangement from these particular 
providers.

The services under this waiver for which relatives may be paid include the following: residential habilitation in 
family care homes; community habilitation; habilitative supports under consolidated supports and services; and 
respite. After 10/1/14, with thesunset of CSS, family members canbe employed todeliver self-directed Respite and 
self-directed Community Habilitation.

Relatives thatarepaid to provide services as outlinedabove mustmeet the samerequirementsandqualifications as 
other providers/staff and are subject to the same oversight levels as outlined in this application.

When providingservices, relatives actas an employeeof a non-for-profit agency or as a self-directed/self-hired staff 
person under the administration of the Fiscal Intermediary Agency. For agency provided services, the Medicaid 
payment is made to the agency and the rate methodology does not differ if the staff person is a family member or is 
unrelated to the person served.

For self-directedservices under self-direction, the Medicaid payment is made to the Fiscal Intermediary agency and 
the wage limit for the self-hired worker does notdiffer betweenself-hiredstaff whoare related to the individualand 
those self- hired staff persons who are not related to the person.

Relatives/legalguardians may be paid forproviding waiver services whenever the relative/legal guardian is 
qualified to provide services as specified in Appendix C-1/C-3.

Specify the controls that are employed to ensure that payments are made only for services rendered.
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Other policy.

Specify:

f. Open Enrollment of Providers. Specify the processes that are employed to assure thatallwilling and qualified providers 
have the opportunity to enroll as waiver service providers as provided in 42 CFR §431.51:

OPWDD makes information readily available to potential waiver providers (including those who are interested in 
enrolling in the FIDA-IDD Plan) through its RegionalOffices located throughoutNew York Statewhich provide support 
and oversight to the agencies in their geographic catchment areas. OPWDD's comprehensive public website, e-mail 
address, and toll free hotline also provides information to potential providers on the provider enrollment process.

OPWDD invites provider agencies to apply tobecomewaiver providers when it is determined additionalwaiver service 
providers are necessary in any geographic area via a competitive process.

In November 2011, OPWDD enhanced its new provider applicationprocess toensure consistencyand transparency in the 
application process for individuals/organizations seeking approval to become OPWDD funded non-profit providers.
These enhancements include the completion of statewide standardized application on the new provider's program, 
governance, and fiscalcapabilities. The application is reviewed and scoredbased onestablishedcriteria. Only those 
providers that receive a passing score based on these criteria will be considered to provide OPWDD services.

This process helps to ensure that a non-profit agency that is approved toprovideservices under OPWDD auspices will 
have:
a) a well thoughtoutplan for providingquality servicesto unservedor underserved individuals, b) anunderstanding of 
regulatory and program requirements,
c) solid governance practices as demonstrated bya diverse Boardof Directors that activelyprovides agency oversight, 
and
d) a soundfiscalplan that includes a well thoughtoutbudget, anunderstandingof goodbusiness practices and a 
staff/board member with fiscal expertise.

Additional reforms completed in April 2012, ensure that key staff of new provider agencies are qualified for positions 
they are or will be holdingas thenew provider application requires new providers to submit written jobdescriptions that 
include required credentials for each key position as well as resumes of those hired to ensure that they have appropriate 
credentials. The new provider applicant must also attest that the experience and credentials have been verified.

OPWDD accepts provider enrollment applications. Any non-profit organization may respond. Non-profit organizations 
include: non-profit corporations under New York State Law, localgovernment units, or organizations createdbyanact of 
the New York State Legislature for charitable purposes including providing services to persons with developmental 
disabilities.

Steps to become a provider include the following:
1. An entity interested in becoming funded byOPWDD may contact thelocal regionaloffice toget more information 
on how to become an OPWDD provider.
2. The interested entity will receive a “new provider” form letter and an information packet that provides information 
the interested entity will need to know in order to become an OPWDD funded provider. In addition, a New Agency 
Interest Application and an application for the type of service(s) the agency is interested in providing (e.g., Home and 
Community-Based Services) is provided. The interested entity will be advised to read the information packet and to 
complete the New Agency Interest Application and the application for the type of service(s) the agency wishes to 
provide. The New AgencyInterestApplication is similar to an abbreviated Certificate of Need(CON) andwill require an 
agency to demonstrate that it has it has an organizational and financial plan, that it has an understanding of the services it 
wishes to provide, that it can identify a population or individuals in need of these services and that it has the business 
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 capacity to operate an agency. 
3. Regional office staff ensure that the potential new agency answers all applicable questions on the New Agency 
Interest Application and the service specific application and submits all the documents requested (recent 990s, recent 
financial statements, outline of policy and procedure manual for service agency intends to provide, resumes of board 
members and staff already hired, attestations). 
4. Regional office staff make the submitted New Agency Interest Application and the application for the service the 
agency wishes to provide available electronically through SharePoint to staff of the Division of Quality Improvement. 
5. Regional office staff review the potential new agency’s background and program qualifications to ensure the agency 
has the requisite knowledge and skills to provide the service(s) it proposes to provide and to ensure that the service(s) is 
needed in the district. Included in this review is a check of the Medicaid excluded lists to ensure that 
none of the agency’s staff or board members are on any of these lists. Regional office staff use the scoring sheet to score 
the background and program sections of the New Agency Interest Application. The potential new agency must receive a 
20 or above out of a potential 30 points to pass the program section of the New Agency Interest Application. If the 
potential new agency scores below a 20 on the program section, regional office staff will use the Program and Fiscal 
Requirements Checklist to indicate which areas the interested agency must strengthen in order to show that it has good 
program practices in place. If the agency scores a 20 or above but regional office staff feel that there are some areas that 
can be strengthened, regional office staff will complete the Program and Fiscal Improvement Checklist in order to help 
the agency achieve long term success. 
6. OPWDD's Office of Audit Services (OAS) staff review the potential new agency's governance and fiscal 
qualifications to determine whether the interested agency has a Board of Directors that will be able to provide fiscal and 
program oversight and whether the interested agency is prepared fiscally to provide OPWDD services. OAS staff use the 
scoring sheet to score the governance and fiscal sections of the New Agency Interest Application. The potential new 
agency must receive a 16 or above out of a potential 25 points to pass the governance section and a 20 out of 33 points to 
pass the fiscal section of the New Agency Interest Application. If the potential new agency receives below a 16 in the 
governance section and/or receives below a 20 on the fiscal section, OAS staff will use the Program and Fiscal 
Requirements Checklist to indicate which areas the interested agency must strengthen in order to show that it  has good 
governance and good fiscal practices in place. If the interested agency receives passing scores on both the governance (16 
or above) and fiscal sections (20 or above), but OAS staff feel that there are some areas that can be strengthened, OAS 
staff will complete the Program and Fiscal 
Improvement Checklist. 
7. After both regional office and OAS staff have completed their review, regional office staff will tally up the total 
score. The potential agency must pass the program, governance and fiscal sections but also must have a total score of 70 
to be recommended to become an OPWDD provider. 
a . If the potential agency doesn't receive a passing score, regional office staff will send the potential agency a letter 
explaining that the agency must strengthen certain areas as indicated in the Program and Fiscal Requirements Checklist 
in order to become an approved OPWDD provider. If the agency is strong programmatically but poor fiscally, the regional 
office may recommend that the potential agency contract with an established agency to provide the service. 
b. Regional office staff alert the regional Associate Commissioner to go to the SharePoint site to review the agency’s 
New Agency Interest Application, the Application Scores, the Program and Fiscal Improvement Checklist and the service 
specific application. The regional Associate Commissioner will have the final authority about whether to approve the 
agency to become an OPWDD funded provider. 
8. For those agencies interested in providing waiver services, OPWDD issues operating certificates for the waiver 
services requested. The DOH Division of Operations then reviews the completed eMedNY application and 
recommendations made by OPWDD, completes an in depth review that incorporates four different sanction searches: 
eMedNY Sanction, NYS OMIG, HHS-OIG, and Excluded Parties List on the providers board members and managing 
employees. If found to be appropriate, the DOH Division of Operations then issues a Medicaid provider agreement to 
enroll the voluntary provider in the NYS Medicaid program in accordance with regulations found at Part 504 of 18 
NYCRR. 
9. If after one year, the new provider has not provided services to OPWDD participants, the agency will be required 
to submit updated information to ensure OPWDD has the most current information on the agency. 
10. All new agencies will be responsible for ensuring that their board members attend an OPWDD approved board 
training within six months of becoming an OPWDD provider.
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Appendix C: Participant Services
Quality Improvement: Qualified Providers

As a distinct componentof theStates quality improvementstrategy, provide information in the following fields to detail the States 
methods for discovery and remediation.

a. Methods for Discovery: Qualified Providers

The state demonstrates that it has designed and implemented an adequate system for assuring thatallwaiverservices 
are provided by qualified providers.

i. Sub-Assurances:

a. Sub-Assurance: The Stateverifies that providersinitially andcontinuallymeet required licensureand/or 
certification standards and adhere to other standards prior to their furnishing waiver services.

Performance Measures

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance, 
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
The number and percent of certified sites that are compliant with fire safety 
requirements including that firealarms are operational. (Percentage=numberof 
certified sites are compliant with fire safety/total number of certified sites visited).

Data Source (Select one):
Other
If 'Other' is selected, specify:
DQI Survey

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

  Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =
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Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:
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Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
The number and percent of Heightened Scrutiny (HS) Settings that are compliant 
with the HCBS Settings rules(Percent =total of HS Settings that are compliant/total 
number of HS settings).

Data Source (Select one):
Other
If 'Other' is selected, specify:
DQI Survey

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample
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Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:



Draft Waiver Amendment 10-01-2023                                                                                                          Page 153 of 370

3/27/2023

Performance Measure:
The number and percent of waiver service providers that meet OPWDD 
certification/HCBS standards during the annual HCBS waiverreviews i.e, ongoing 
basis.(Percentage=the number of providers that meet certification standards/total 
providers reviewed).

Data Source (Select one):
Other
If 'Other' is selected, specify:
DQI Survey

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
The number and percent of new waiver provider applicants that meet OPWDD 
required licensure/certification and HCBS standards forissuance of HCBS Provider 
operating certificates. (Percentage=the number of waiver provider applicants that 
meet the standards/total waiver provider applicants.)

Data Source (Select one):
Other
If 'Other' is selected, specify:
New Provider Review

Responsible Party for 
data collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =
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Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

b. Sub-Assurance: The Statemonitors non-licensed/non-certifiedproviders toassure adherence towaiver 
requirements.

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance, 
complete the following. Where possible, include numerator/denominator.
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For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
Non-applicable

Data Source (Select one):
Other
If 'Other' is selected, specify:
N/A

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify: 

N/A

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify: 

N/A

Other
Specify: 

N/A

Data Aggregation and Analysis:
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Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify: 

N/A
Annually

Continuously and Ongoing

Other
Specify: 

N/A

c. Sub-Assurance: The State implements its policies andprocedures for verifying thatprovider training is 
conducted in accordance with state requirements and the approved waiver.

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance, 
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
The number and percent of agencies surveyed using the Agency Review that 
conducted staff training in accordance with state requirements for HCBS Waiver 
services. (Numberof Agencies Surveyedusing AgencyReview that conducted Staff 
training in accordance with state requirements/Number of Agencies subjected to 
Agency Review).

Data Source (Select one):
Other
If 'Other' is selected, specify:
DQI Agency Review

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
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Agency

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

See QIS-a.ii.

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:
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Responsible Party for data 
aggregation and analysis (check each 
that applies): 

Frequency of data aggregation and 
analysis(check each that applies): 

  
 

 
 

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the 
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible. 

 
 

OPWDD's Division of Quality Improvement (DQI) QI Functions: 
DQI is the administrative division within OPWDD primarily responsible for monitoring regulatory compliance, 
overseeing all programs and providers including HCBS providers, and certification/licensing functions. DQI is 
specifically responsible for coordinating the following related to discovery and remediation:  

 
1. DQI conducts routine HCBS waiver reviews of providers that operate in Fee for Service and those that 
are enrolled in the FIDA-IDD network. These reviews are conducted using observation of program 
implementation (certified site based programs), interviews, documentation reviews, and review of outcomes of 
service delivery including the individual’s health and safety. DQI also conducts  reviews of all certified sites 
where HCBS services are provided routinely. These reviews, mostly being unannounced include, based on the 
site’s compliance history. Verification that the site is maintained, equipped and staffed sufficiently to provide 
safe and effective services under normal conditions, to ensure individuals’ well-being. 

 
2. Reviews of waiver services are conducted using written protocols with standard requirements in areas such as 
support of peoples’ valued outcomes, waiver plan requirements, staffing and staff competencies, assurance of 
rights, health, safety and safeguards including fire safety, incident management, and appropriate services. The 
review protocols are based on OPWDD regulations and requirements applicable to the programs and services. 

 
3. OPWDD’s Early Alert (EA) Committee: EA is a process to proactively identify providers that may show 
signs of decreased quality, enabling OPWDD to take timely and definitive action. The committee is chaired by the 
Deputy Commissioner of the Division of Quality Improvement, and comprised of agency leadership. At each 
meeting there is a  focus on specific agencies that have repeated certification deficiencies impacting the quality of 
care or have significant fiscal concerns that threatens its fiscal viability. The EA committee requires remedial 
actions based on a variety of factors, including the impact to the safety and welfare of the individuals the agency 
supports, the size of the agency, the scope of the problems identified and the agency’s history as an OPWDD 
provider. Remedial actions would include meeting with the agency Executive staff and/or the Board of Directors 
to discuss the agency’s circumstances and actions the agency must implement.. OPWDD requires the agency to 
develop and implement a management plan which is reviewed and approved by OPWDD management, to address 
governance, fiscal or programmatic issues as appropriate to the agency’s deficits. An agency placed on the Early 
Alert list will be removed from the list if it complies in full with OPWDD’s required actions and provides 
evidence that issues that were of concern, have been corrected and a system has been put in place to prevent 
recurrence. An agency will also be removed from the list in situations when OPWDD acts to transition service(s) 
to another agency. The Early Alert process includes the public disclosure of the providers with Early Alert status 
on OPWDD’s website. OPWDD divisions participating in Early Alert remediation and policy continue to review 
and enhance the identification of agencies and the procedures for appropriate responses by OPWDD, as necessary. 
OPWDD also levies fines as sanctions for poor agency performance as needed. 
4. OPWDD's Centralized Incident Management, Statewide Committee on Incident Reporting, and Mortality 
Review (See Appendix G). 

 
The Office of Audit Services conducts financial accountability and corporate governance audits for all provider 
agencies that operate under OPWDD's auspices. In addition to overall fiscal accountability, these reviews focus 
on board governance, oversight of executive directors, internal controls, use of agency resources, and fiscal 
viability. 
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NYS’s oversight of managed care FIDA-IDD will include an annual care coordination review, the continuation 
of MHL on-site certification/recertification activities described above, and reviews of managed care FIDA-IDD 
operations in accordance with the contracts and federal/state requirements. Please see the FIDA-IDD 
Memorandum of Understanding and Three-Way Contract for further information on oversight of the FIDA-IDD 
Plan. 

 
Sampling Approach 

 
 

 
 

b. Methods for Remediation/Fixing Individual Problems 
i. Describe the States method for addressing individual problems as they are discovered. Include information 

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on 
the methods used by the state to document these items. 

Measures based on the DQI Person Centered Review (PCR) and DQI survey sample are derived from a 
two-part sampling approach, which culminates in a total sample of approximately 1500 people receiving 
waiver services: 
 

1. The first part of the sample is generated by OPWDD and is designed to cover people receiving 
waiver services from each agency, since quality is assessed at both the individual and provider 
agency level. The sample is also designed to sample all HCBS waiver service types delivered 
to individuals statewide. A total of approximately 1100 people are included in the pull 
ensuring full coverage of the state. 

 
2.  The second part of the sample is generated by DOH and is a sample of 400 individuals. The sample 

size is generated by RAOSOFT and ensures that the sample will meet a  95% confidence level with a 
margin of error of +/- 5%. 
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The methods used by DQI to remediate individual problems as they are discovered include the following: 
-Through site visits and review activity, written summary is provided to all providers of all regulatory 
deficiencies. 
--When warranted, generation of Statements of Deficiency (SODs) which require a  Plan of Corrective Action 
(POCA). 
--Review and analysis by DQI of all POCAs submitted by providers. If the POCA is deemed unacceptable by 
DQI, the provider will be required to amend and submit an updated/acceptable POCA. DQI conducts follow up 
visits when warranted to ensure that corrective actions have been implemented by provider agencies. Corrective 
actions are also reviewed by DQI upon subsequent reviews. 
--When significant issues are found in provider agency operations, the appropriate OPWDD Divisions meet with 
the agency executive leadership and/or Board of Directors.  
--DQI conducts statewide provider training to update the provider community on changes in policy, clarify 
expectations, and to share best practices and remediation strategies. 
Providers experiencing difficulty may receive technical assistance through the OPWDD Regional Office. The 
Regional Office works collaboratively with DQI and the Early Alert Committee to determine strategies to guide 
the agency to resolve difficulties that create obstacles to quality of care, regulatory compliance, and overall 
quality management. 
--Referral to Early Alert described above. Through the discovery activities described throughout this application 
and other internal OPWDD activities and processes, provider agencies that experience fiscal or programmatic 
issues are referred to the Early Alert Committee. The Committee works with these providers to ensure agencies 
develop strategic and systemic remediation 
actions. For example, the Committee may meet with an agency's board of directors to review audit findings and to 
discuss how the agency can develop and implement a fiscal recovery plan which is then monitored by the Early 
Alert Committee. The Early Alert Committee may issue recommendations whether an HCBS Medicaid Provider 
Agreement should be renewed or terminated based on provider performance. As a quality management and 
improvement function, the Early Alert Committee will develop and implement statewide fiscal, management, and 
programmatic policy improvements, as needed based on their remediation activities to prevent and deter similar 
situations from occurring in other provider agencies. 

 
Fire safety practices have been standardized across the system including uniform fire drill and evacuation 
processes and formats and standardizing requirements for reporting fire events in OPWDD certified residences. A 
fire safety curriculum developed in conjunction with the NYS Office of Fire Prevention and Control (OFPC) is 
available to all providers. OFPC receives all reports of fire events in OPWDD certified residences and reviews for 
cause and origin. OFPC in partnership with OPWDD convened national and state experts in fire safety 
construction to prioritize fire safety upgrades in homes. In addition, processes to analyze and trend information on 
the cause and origin of fires will be used in system improvements for fire prevention efforts. OPWDD contracts 
with OFPC to conduct annual Life Safety Code reviews in residences required to meet the code. 

 
Strengthening the Workforce: OPWDD continues to focus on building the competency and capacity of the 
OPWDD and voluntary provider direct support workforce. The foundation for that effort is the 2014 adoption of 
New York State Direct Support Professional Core Competencies and the National Alliance for Direct Support 
Professionals (NADSP) Code of Ethics and a standardized evaluation tool that is now required in all state - and 
voluntary-operated programs. Implementation of those quality standards is supported through OPWDD-funded 
Regional Centers for Workforce Transformation (RCWT), which are training and technical assistance 
collaboratives operating virtually across the state. Concluding their sixth year of operation in 2019, the RCWT 
initiative was funded by OPWDD through 2024 to foster the ongoing strengthening of the workforce. As of 2019, 
the RCWT was engaging with 92 percent of the state’s service providers. 

 
An enhanced focus on consistent training for Direct Support Professionals (DSPs) and supervisors statewide to 
enhance professional skills and prevent abuse and neglect in state- and voluntary-operated programs and facilities 
has also been implemented. The training initiatives include: implementation of Positive Relationships Offer More 
Opportunities to Everyone (PROMOTE), which is designed to emphasize the importance of positive relationships 
and proactive measures to prevent challenging behavior and will replace the current OPWDD curriculum 
Strategies for Crisis Intervention-Revised (SCIP-R). Statewide training to reinforce principles of respect, dignity 
and professional ethics for people served is reinforced through the annual training Promoting Relationships and 
Implementing Safe Environments (PRAISE). OPWDD continues to make online training opportunities available 
to state- and voluntary-operated programs via the Statewide Learning Management System (SLMS), such as: 
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ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that applies): Frequency of data aggregation and analysis
(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design 
methods for discoveryandremediation related to the assuranceof Qualified Providers thatare currently non-operational.

No
Yes
Please providea detailed strategy for assuringQualified Providers, the specific timeline for implementing identified 
strategies, and the parties responsible for its operation.

Appendix C: Participant Services
C-3: Waiver Services Specifications

Section C-3 'Service Specifications' is incorporated into Section C-1 'Waiver Services.'

Appendix C: Participant Services
C-4: Additional Limits on Amount of Waiver Services

a. Additional Limits on Amount of Waiver Services. Indicate whether the waiver employs any of the following additional

MIPS (Medical Immobilization and ProtectiveStabilization (andSedation), ClinicalAssessment of Substantial 
Diminution (CASD), andsoon to be released Planof NursingServices (PONS) - How to Write and Train onan 
Effective Plan of Nursing Services. In addition, OPWDD updated its New Employee Orientation training to 
incorporate HCBS philosophy and principles.

To support implementation of health homes that in 2018 began serving people with developmental disabilities, 
OPWDD also provided workforce skill standards through a Training Guide for Care Managers (former Medicaid 
Service Coordinators). OPWDD provides ongoingguidance and technicalassistance toensure competencyof that 
workforce.
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limits on the amount of waiver services (select one).

Not applicable- The state does not impose a limit on the amountof waiver services except as provided in Appendix 
C-3.
Applicable - The state imposes additional limits on the amount of waiver services.

When a limit is employed, specify: (a) the waiver services to which the limit applies; (b) the basis of the limit, 
including its basis in historical expenditure/utilization patterns and, as applicable, the processes and methodologies 
that are used to determine the amount of the limit to which a participant's services are subject; (c) how the limit will 
be adjustedover the course of thewaiver period; (d) provisions for adjustingor makingexceptions to thelimit based 
on participant health and welfare needs or other factors specified by the state; (e) the safeguards that are in effect 
when the amount of the limit is insufficient to meet a participant's needs; (f) how participants are notified of the 
amount of the limit. (check each that applies)

Limit(s) on Set(s) of Services. There is a limit on the maximum dollar amountof waiver services that is 
authorized for one or more sets of services offered under the waiver.
Furnish the information specified above.

Prospective IndividualBudget Amount. Thereis a limit on the maximum dollar amountof waiver services 
authorized for each specific participant.
Furnish the information specified above.

Budget Limits by Levelof Support. Basedonanassessmentprocess and/or other factors, participants are 
assigned to funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.

Other Type of Limit. The state employs another type of limit.
Describe the limit and furnish the information specified above.

Appendix C: Participant Services
C-5: Home and Community-Based Settings

Explain how residentialandnon-residential settings in this waiver complywith federalHCBSettings requirements at42 CFR 
441.301(c)(4)-(5) and associated CMS guidance. Include:

1. Description of the settings andhow theymeet federalHCB Settings requirements, at the time of submission and in the 
future.

2. Description of the means bywhich the state Medicaid agencyascertainsthatallwaiver settings meet federalHCBSetting 
requirements, at the time of this submission and ongoing.

Note instructions at Module 1, Attachment #2, HCB Settings Waiver Transition Plan for description of settings that do not meet
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requirements at the time of submission. Do not duplicate that information here. 
To be in compliance with regulation (14 NYCRR 686.3), a  community residence must provide an environment that ensures 
participant rights, promotes freedom of movement, and increases opportunities for participants to make decisions and to 
participate in regular community activities consistent with their needs and capability. The residence must maximize the level of 
independence consistent with the participant's disability and functional level. Compliance with this regulation is the drivin g 
consideration in designing certified residences for waiver participants and every effort is made to ensure that participants have 
ample opportunities to become contributing members of their community. 

 
Residential habilitation services are provided in community-based certified homes to allow the residents to feel part of a 
community and a neighborhood (NYCRR 635-10). For example, training in meal preparation, routine shopping, laundry and 
cleaning are encouraged to be included in a participant's habilitation plan when appropriate to the needs of the individual. 
Training in appropriate social behaviors for the community (e.g. behavior in restaurants, and use of money for purchases) is also 
provided under Individualized Residential Habilitation plans. 

 
Training to maximize independence in travel to and from community destinations (including the use of public transportation) 
may also be included in habilitation plans to encourage the individual's interaction with their community and to allow for 
participation in activities of choice. Larger homes generally have transportation and sufficient staff available to take participants 
to activities or appointments in the community. 

 
Using the established Site Review and Person Centered Review (PCR) Protocols OPWDD's DQI verifies the integration of 
individuals living in community-based certified homes into the community. The Site Review Protocol looks explicitly for 
evidence that residents of Individualized Residential Alternatives and Community Residences participate in community 
activities. OPWDD oversees the community inclusion of individuals living in Family Care Homes. Review of habilitation 
services received by individuals in the PCR sample, includes review of their community interests and support of community 
inclusion and activities in natural context. 

 
In reviewing documentation, the surveyor will also check for the presence of a written Life Plan/individualized plan of services, 
that addresses the participant's goals and enables him/her to live as independently as possible. 

 
Every effort is made to make the residence itself as non-institutional as possible. As per 14 NYCRR Part 635, larger homes are 
required to provide participants residing there with full access to habitable common rooms such as a living room or lounge 
(which is not used for programmatic purposes) and dining rooms (which can be used as program space if it does not interfere 
with the primary purpose of dining). Each participant must have a minimum square footage of bedroom space as well as use of 
toilet rooms and bathrooms which are designed to provide personal privacy. All habitable spaces should have natural light and  
screens when windows are used for ventilation. 

 
These rules result in group homes where participants have access to cooking facilities, traditional dining rooms, and comfortable 
living rooms. There are no more than two individuals per bedroom, and the houses have private bathroom facilities. The presence 
of this access is confirmed by DQI prior to issuance of certification, and is monitored during routine site reviews. 

 
OPWDD has conducted analysis of the HCBS Setting requirements and has cross walked the federal regulations with OPWDD’s 
existing regulations, to determine which rules are in alignment, those that are silent and those that need modification. From this 
analysis OPWDD has developed a timeline for revising its waiver regulations. 

 
As of July 2018, OPWDD completed initial assessments of OPWDD HCBS settings, including IRAs, day habilitation and 
Family Care. The HCBS Settings Transition plan received initial approval from CMS in November 2018. OPWDD, in 
conjunction with DOH, will be amending the OPWDD section of the HCBS Settings Statewide Transition plan with further 
information on assessment results and remediation plans. The following provides an overview of how OPWDD’s existing 
regulations contain some of the major qualities required from the HCBS settings standards rules and how OPWDD is proceeding 
with assessment of these settings and ongoing monitoring for continued compliance with the rules. 

 
Family Care Homes: 
Family Care Providers are certified/licensed and monitored by OPWDD and operate in accordance with OPWDD Regulations, 
Part 687, “Family Care Homes for the Developmentally Disabled” and the requirements outlined in the Family Care Manual and 
Administrative Memorandum available on OPWDD’s website. These requirements cover the certification and recertification 
requirements including health and safety requirements and background checks, duties and expectations of Family Care providers, 
as well as individual rights that are expected to be safeguarded. OPWDD has been reviewing and revising the Family Care 
Manual and continues to do so. The review and revision included the survey activities implemented by OPWDD to ensure that 
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the Family Care Home is operated and maintained in accordance with OPWDD’s requirements. OPWDD’s Family Care  
Program provides people with intellectual/developmental disabilities the opportunity for community-based residential housing in 
certified private homes. The program enables individuals with intellectual/developmental disabilities to have the support, 
guidance and companionship inherent in a family unit. Family Care homes provide an extended supportive family  for 
participants, helping them become productive and active members of their community and to develop meaningful relationships. 

 
As the Family Care Home is a private home, it is considered a community integrated residential setting option for individuals  
with developmental disabilities who prefer (or need) a  shared living arrangement without the level of responsibility that typically 
comes with owning a home or renting an apartment. The intent of the Family Care Program as outlined in Part 687.2 is that the 
participant experiences a “family oriented, home life environment” and in all cases, the Family Care Home provides a residential 
environment that approximates, as closely as possible, a  family setting which enables and encourages individuals to participate in 
the family and community life on an equal status with other members of the household. 

 
Part 687.2 also states that one of the primary goals of Family Care is the acceptance of the individual as a  full member of the 
household so as to share in that household’s pleasures and responsibilities. These principles are what the HCBS Settings 
regulations are designed to promote—that is community integrated, community inclusion outcomes, and quality of life 
experiences, similar those enjoyed by individuals who do not receive HCBS. 

 
In addition to the regulatory crosswalk, OPWDD has conducted assessments of all Family Care Homes, using self-assessments 
based on the CMS Exploratory Questions. 
 
Family Care homes include residential habilitation services and have a maximum capacity of four individuals (as per current 
Family Care program policy). Additionally, the scope of state facility standards include; admission policies, physical 
environment, sanitation, safety, staff to resident ratios, staff training and qualifications, staff supervision, resident rights, 
medication administration, use of restrictive interventions, incident reporting and provision of or arrangement for necessary  
health services. 

 
Community Residences (CRs) 
OPWDD’s Community Residences (CRs) are OPWDD certified residential settings providing housing, supplies and services for 
people with intellectual and/or developmental disabilities who need supportive interpersonal relationships, supervision, and 
training assistance in the activities of daily living. CRs are designed to accomplish two major goals (1) provide a home 
environment; (2) provide a setting where persons can acquire the skills necessary to live as independently as possible. 

 
As required under OPWDD regulations, Part 686.3, CRs provide an environment that ensures rights, promotes freedom of 
movement, and increases opportunities for individuals to make decisions and to participate in community activities to the 
maximum level of independence of each individual. In accordance with Part 686.3 (a)(3) a Community Residence, through both 
staff and individual activities, shall endeavor to become an integral part of the neighborhood and community. Furthermore, 
residents of community residences “shall be encouraged to become participating members of the community in which they live”; 
‘accordingly, CR staff are responsible for facilitating individual access to appropriate community resources that is sufficiently 
variable to meet the needs and interests of individuals and wherever possible utilize the same community resources as used by 
persons who are non-disabled.’ 
 
Community Residences include residential habilitation services, community habilitation, Respite, and assistive technology-
adaptive devices and have a maximum capacity of fourteen individuals. Additionally, the scope of state facility standards include; 
admission policies, physical environment, sanitation, safety, staff to resident ratios, staff training and qualifications, staff 
supervision, resident rights, medication administration, use of restrictive interventions, incident reporting and provision of or 
arrangement for necessary health services. 
 
There are two types of certified CRs: 
A. Supportive Individualized Residential Alternatives (IRAs) or Community Residences (CRs): a community residence that is 
certified by OPWDD that has a maximum capacity of 4 individuals or fewer. Supportive IRAs enable individuals with 
intellectual and/or developmental disabilities to enjoy the benefits of community residential life with habilitation support staffing 
tailored to the times and circumstances that is most needed by residents to remain living independently. These IRA provide le ss 
than 24-hour staffing. And; 
B. Supervised Individualized Residential Alternatives (IRAs) or Community Residences (CRs): a community residence that is 
certified by OPWDD that has a maximum capacity of 14 individuals or fewer and is staffed at all times when persons are present 
at the home. 
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 Both types of CRs are subject to OPWDD Regulations under Part 686, “Operation of Community Residences”; Part 633, 
Protection of Individuals Receiving Services in Facilities Operated and/or Certified by OPWDD’; Part 625, “Events and 
Situations that are Not Under the Auspices of an Agency”; Part 624, “Reportable Incidents and Notable Occurrences”; and other 
applicable OPWDD requirements for person centered planning and service delivery. As of the 2016-17 survey cycle, OPWDD 
reviewed all existing certified IRA/CR and day settings (over 7,000 sites) to determine which settings are subject to heightened 
scrutiny. HCBS settings standards have been incorporated into ongoing reviews of settings and providers effective October 1, 
2016 with compliance required by October 1, 2021. 

 
Day Habilitation Settings: 
OPWDD’s regulations at Part 635-10.2 specify that the intent of Home and Community-Based Services (HCBS) is to create an 
individualized service environment consistent with meeting the needs, preferences, and personal goals of individuals through the 
supports and services necessary to enable a person with a developmental disability to live, work, socialize and participate in the 
community. Each support or service is expected to contribute to the person’s current or future capacity for self -determination, 
integration with the community, independence and productivity. Furthermore, waiver services are designed to facilitate the 
flexible arrangement of preferred and needed services, individually tailored to the unique needs and personal goals of each 
person approved for participation. 

 

OPWDD reviews Day Habilitation providers routinely to ensure compliance with OPWDD regulatory requirements including 
Part 633, “Protection of Individuals Receiving Services in Facilities Operated and/or Certified by OPWDD”; Part 625, “Events 
and Situations that are Not Under the Auspices of an Agency”; and Part 624, “Reportable Incidents and Notable Occurrences”; 
and other applicable OPWDD requirements for person centered planning and service delivery. 

 
During the 2016-17 survey cycle, OPWDD reviewed Day settings where waiver services are delivered to determine which 
settings are subject to heightened scrutiny. Effective 10/1/16, HCBS settings standards are reviewed as part of routine survey 
activity for certified IRAs/CRs and Day settings in which waiver services are delivered with compliance required by October 1, 
2021. 

 
OPWDD will be reviewing a sample of waiver participants. The sample is randomly selected and includes individuals living in 
both private community and certified settings. Included within the random sample of 1,500 are 400 individuals selected by the 
NYSDOH for its annual Service Plan review. Implementation of the Person-Centered Review Tool by OPWDD’s Division of 
Quality Improvement began in the 2016-17 survey cycle and ongoing. The Person-Centered Review Tool includes HCBS 
settings standards to ensure that person-centered planning principles described in federal regulations are met, that people are not 
isolated from the broader community, and have choice of where they live and receive services including the choice of a non- 
disability specific setting. Beginning in 2018, OPWDD DQI schedules and reviews a total of 1,500 individuals who receive 
services for the fully implemented Person-Centered Review, 400 individuals provided by the DOH random sample and an 
additional 1,100 individuals. Additional review of a purposive sample including Willowbrook class members will also continue. 

 
Specifically, the Person-Centered review tool includes the review of every applicable service provided to the individual against 
quality and regulatory standards. This includes HCBS Waiver and Care Management services. Findings from the review for each 
service are recorded in DQI’s Protocol IT application. Enhanced reporting continues to be refined, allowing for the analysis of 
recorded findings according to parameters selected. IT application has been updated to account for transition to care management 
services. 

 
OPWDD will have the ability to analyze data and survey findings in order to make revisions to the Person-Centered Review Tool 
if determined necessary. As methodologies are developed data will be able to be analyzed to identify trends and factors related to 
trends. In addition to statewide trend analysis, information may be analyzed by OPWDD region, sector, service type, living 
arrangement, agency size, or other survey standard. The ability to complete this data analysis will enable OPWDD to more 
accurately consider factors contributing to the negative findings and make focused decisions on systemic improvements. 
Implementation of systemic improvements will be dependent on the identified issues, which may include but are not limited to 
provider agency training, new training curriculums, agency policy and procedure recommendations, revised oversight activities, 
etc. 

 

Appendix D: Participant-Centered Planning and Service Delivery 
D-1: Service Plan Development (1 of 8) 

State Participant-Centered Service Plan Title: 
The Life Plan (LP) 
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a. Responsibility for ServicePlan Development. Per 42 CFR§441.301(b)(2), specify who is responsible for the 
development of the service plan and the qualifications of these individuals (select each that applies):

Registered nurse, licensed to practice in the state

Licensed practicalor vocational nurse, actingwithin the scope of practiceunder state law 

Licensed physician (M.D. or D.O)

Case Manager (qualifications specified in Appendix C-1/C-3)

Case Manager (qualifications not specified in Appendix C-1/C-3).
Specify qualifications:

For individuals enrolled in FIDA-IDD, thecare manager is responsible for the developmentof the Life Plan. Care 
managers must meet qualifications which are described in the FIDA-IDD Three-Way Contract between CMS, 
OPWDD, and Partners Health Plan (PHP). The qualifications are as follows:
(1) are required to have a Bachelor’s Degree and one year experience working with individuals with IDD;
(2) must be a licensed professional such as an Registered Nurse (RN), Licensed Clinical Social Worker, or 
Psychologist and have knowledge of physical health, developmental disability services, aging, appropriate support 
services in the community (e.g., Community-based and Facility-basedLTSS), frequently usedmedications and their 
potential negative side-effects, depression, challenging behaviors, Alzheimer’s disease and other disease-related 
dementias, behavioral health, and issues related to accessing and using durable medical equipment as appropriate;
(3) must have theexperiences, qualifications and trainingappropriate to the individualneeds of theparticipant, 
and the FIDA-IDD Plan must establish policies for appropriate assignment of Care Managers;

For individuals not enrolled in FIDA-IDD, theCare Manager is responsible for the developmentof the Life Plan. 
Care Managers must meet all required qualifications outlined in the Health Home Care Management State Plan 
(SPA# NY-17-0025), Basic HCBS PlanSupport (SPA# NY-18-0058) and OPWDD/DOH HealthHome and care 
management policies. The following are the minimum requirements:

Care Managers must meet the following qualifications:
(a) A Bachelor’s degree with two (2) years of relevant experience, or
(b) A License as a RegisteredNurse (RN) with two (2) years of relevant experience, whichcan includeany 
employment experience and is not limited to case management/service coordination duties, or
(c) A Master’s degree with one (1) year of relevant experience.

Former Medicaid Service Coordination (MSC) Service Coordinators are “grandfathered” to facilitate continuity for 
the person receivingcare management. Documentation of theemployee’s prior statusas a MSC Service Coordinator 
may include a resume or other record created by the MSC Agency or CCO demonstrating that the person was 
employed as a MSC Service Coordinator prior to July 1, 2018.

CCO Care Manager qualifications willbe waived for former MSC Service Coordinators who apply to serveas Care 
Managers in CCOs. CCOs will be required to provide core services training for former MSC Service Coordinators 
that transition to the CCO program and do not meet the minimum education and experience requirements. Such 
training shall be provided by the CCO within six (6) months of contracting with a MSC Service Coordinator.

CCOs are required to ensure that all Care Managers are qualified to provide and meet the standards and
requirements of Health Home Care Management and deliver the six (6) core Health Home services: Comprehensive 
Care Management, Care Coordination, Health Promotion, Comprehensive Transitional Care from Inpatient to Other 
Settings (including appropriate follow-up), Individual and Family Support (which includes authorized 
representative) and Referral to Community and Social Support Services. All CCOs must ensure Care Managers are 
trained in the Skill Building areas identified in the CCO/Health Home (HH) Application and can employ the skills 
aligned with eacharea in thedeliveryof HealthHomeCare Management. The CCO will adjust trainingactivities for 
Care Managers serving individuals enrolled in Basic HCBS Plan Support.

The FIDA-IDD Plan is responsible for casemanagement training. TheFIDA-IDD Three-Way Contract between 
CMS, OPWDD, and PHP establishes these training requirements which is further described in D.1 d.

Social Worker
Specify qualifications:



Draft Waiver Amendment 10-01-2023                                                                                                          Page 168 of 370 
 

3/27/2023 

 
 

 

Other 
Specify the individuals and their qualifications: 
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Appendix D: Participant-Centered Planning and Service Delivery 
D-1: Service Plan Development (2 of 8)

b. Service Plan Development Safeguards. Select one:

Entities and/orindividuals that have responsibility for service plan development maynot provideother 
direct waiver services to the participant.

Entities and/orindividuals that haveresponsibility forserviceplan development mayprovideother 
direct waiver services to the participant.

The statehas established the followingsafeguardsto ensure thatservice plandevelopment is conducted in the best 
interests of the participant. Specify:

Appendix D: Participant-Centered Planning and Service Delivery 
D-1: Service Plan Development (3 of 8)

c. Supporting the Participant in Service Plan Development. Specify: (a) the supports and information that are made 
available to the participant (and/or family or legal representative, as appropriate) to directandbe activelyengaged in the 
service plan development process and (b) the participant’s authority to determine who is included in the process.

People receiving HCBS Waiver Services through Fee-for-Service (FFS) have a service plan called a Life Plan.”
Effective July 1, 2018 Care Coordination Organizations (CCOs), began providing Health Home care management 
services including the development, implementation, revision and monitoring of Life Plans. CCOs do notprovide
direct waiver services to individuals. People participating in the FIDA-IDD demonstration havea serviceplancalled a
“Life Plan.” The FIDA-IDD is a separate corporate entityand is not, itself, a direct provider of services other than care 
coordination.

Informed choice is the foundation for allOPWDD services including caremanagement. As described in 14 NYCRRPart 
636, NYS OPWDD Person-Centered Planning regulations and throughout this appendix, a person-centered planning 
process is a  process in which, to the maximum extent possible, an individual directs the planning of his/her services and 
makes informed choices about the services and supports that he/she receives. The planning process includes the 
presentation of options for the person and guides the delivery of services and supports. If an ind ividual resides in a 
certified residential setting, there must be documentation that the residence was chosen by the individual, and document 
the alternative residential settings considered by the individual, including alternative settings that are available to 
individuals without disabilities. In addition, for all individuals who are new to the OPWDD service system, they 
participate in education and training by the Developmental Disabilities Regional Office (DDRO) staff who provide an 
overview of all available service and support options that can be accessed in response to a person- centered planning 
process.

Currently thefollowingsafeguards ensure that theservice plan (Life Plan) development is conducted in thebest interests 
of the waiver participant:
1. The participant requesting initial access to HCBS Waiver services meets with a representative of the local OPWDD 
Regional Office to receive information about the choice to enter into managed care or to receive services in FFS 
Medicaid. The person is further advised of the available FIDA-IDD Plan for individuals who are 21 or older, dually 
eligible for Medicare and Medicaid, and, if so the person will be referred to the State’s enrollment broker who can 
provide informationon whichserviceproviders are available in managed care. The OPWDD RegionalOfficewill advise 
participants as to and service providers that are also available in FFS. The Regional Office explains that the participant 
has a choice of managed care entity and service providers a nd provides information regarding managed care options 
which includes the continuous education of contract enrollment brokers on the available managed care entities and 
service providers in order to allow the participant to make an informed choice;
2. The participant completes a Documentation of Choices form indicating that theyhave chosen to receive HCBS Waiver 
services in lieu of ICF/IID, they have selected an agency to provide care management or the FIDA-IDD, and they have 
been informedof all the available options with regard to managedcare and service providers, includingcare management 
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services. The participant is also informed that they have the right to exercise changes in choice of managed care or FFS 
service providers at any time. 
3. If enrolled in a  Care Coordination Organization (CCO) or the FIDA-IDD, the Care Manager or the FIDA-IDD Plan is 
responsible for providing the participant with information regarding their choice of waiver services and providers;  
4. Throughout the Life Plan process, the Care Manager is responsible for providing the participant with information 
about the full range of waiver services available from all service providers; 
5. Using a person-centered planning process, the Care Manager is required to ensure that the content of the Life Plan 
reflects the participant’s, the advocate’s, and the service provider’s input; 
6. Each Life Plan contains a list of the services provided, the provider of each service, and the duration and frequency of 
each service; 
7. Upon completion of the development and implementation of the Life Plan, the document is signed by the participant, 
their advocate, the Care Manager and reviewed by the Care Manager’s Supervisor. The participant, their advocate and 
the waiver habilitation service providers receive a copy of the signed Life Plan; 
8. Effective 7/1/18, care management will be provided by either the FIDA-IDD or a CCO. Individuals and providers of 
care management must not 1) be related by blood or marriage to the individual, or to any paid caregiver of the individual, 
2) be financially responsible for the individual, 3) be empowered to make financial or health-related decisions on behalf 
of the individual or 4) be Individuals who would benefit financially from the provision of assessed needs and services; 
9. Effective 7/1/19, all Care Managers will be directly hired by the CCOs. At this time, HCBS Waiver service provision 
will be entirely separate from care management. The CCO/FIDA-IDD is a  separate corporate entity and is not a  provider 
of waiver services; 
10. OPWDD’s Division of Quality Improvement reviews the FIDA-IDD and CCO services routinely  in order to assure the 
quality of the service; 
11. OPWDD’s Division of Quality Improvement also routinely surveys providers of HCBS waiver services and includes a 
review of the participant's Life Plans in order to assure that it protects the participant's health and welfare, and 

 

reflects participant choice; 
12. The redesigned DOH/OPWDD Life Plan review includes: 1. An annual review by OPWDD of a DOH generated, 
statistically valid sample of Life Plans. DOH Waiver Management Unit (WMU) oversees this OPWDD review to assure 
that service plan development meets the assurances set forth by CMS; 2. Annually, DOH WMU performs the fiscal 
component of the Life Plan review for a statistically valid sub-sample from the larger DOH generated sample. This DOH 
WMU fiscal review verifies that only the waiver services documented in the Life Plan are billed to Medicaid (as 
evidenced in the Data Mart Claim Detail Report) for the concurrent time period; 3. DOH also conducts an annual Life 
Plan Inter-rater Reliability Review. DOH selects a subset of Life Plans from the larger, DOH generated sample of Life 
Plans to validate that the OPWDD Life Plan review process, using components of the agreed upon review tool, is 
performed as required. 

 
The Care Manager is specifically prohibited from providing services other than care management to a person on their 
caseload. The Care Manager provides linkage and referral to the necessary and appropriate services and supports that are 
based on the individual’s preferences and the assessed need of the individual. The Care Manager must have the ability to 
develop and maintain a  thorough working knowledge of available service and supports (both traditional OPWDD funded 
and community-based resources). For individuals enrolled in the FIDA-IDD, the individual’s Care Manager is employed 
by the FIDA-IDD Plan to provide care management services. The FIDA-IDD Plan separately contracts with HCBS 
Waiver providers to deliver HCBS Waiver services. The separation of care coordination and the delivery of Waiver 
services for FIDA-IDD enrollees in the IDT policy and Three-Way contract. 

 
Together, DOH and OPWDD engage in the continuous quality improvement process. Individual deficiencies identified in 
the reviews are remediated by OPWDD and reported to DOH. DOH has also revised performance metrics in 
Administrative Authority in order to broaden and enhance oversight of waiver participants’ health and welfare, access to 
choice, and service plan development. 

 
At OPWDD’s front door, the individual and family begin the HCBS waiver application process. This process starts with 
Regional Office staff engaging with the individual and his or her family and advocates with information and education 
regarding the range of service options that are offered within the HCBS waiver and the service providers that are 
available in the community, to ensure that the individuals and those that are involved in service planning can make 
informed choices. 

 
OPWDD has devoted significant staff resources to ensure that there is a  consistent approach to educating and informing 
individuals and families as they first approach OPWDD or not-for-profit agencies in the IDD system for services. This is 
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a  multimedia approach that includes written materials, interactive videos and one-on-one sessions that are the start of a 
person -centered planning process. The materials and information gathering templates that are used at the front door focus 
on promoting opportunities for self-direction and for employment or the development of vocational skills. 

 
Additionally, OPWDD recommends courses that are targeted to participants and their families in order to inform them of 
choices. These include the following courses; "Information for Parents and Professionals on OPWDD", "Our 
Community", "Our Experience is the Best Teacher", "We've Got Choices", "Circle of Support", and "Guide for Families 
to Understanding Supports & Services Administered by OPWDD." 

 
During the conversations at the front door, the individual selects a Care Manager entity that continues the person-centered 
planning process with the individual and the people who support the person during the planning process. I t is the 
responsibility of the Care Manager to invite representatives of the participant's choice to be involved in the Life Plan 
development. The Care Manager is required to include the participant, their advocate, and any other family or friends that 
the participant would like to be involved. 

 
Additionally, the Care Manager is required to include a representative from each of the HCBS waiver services that are 
providing services. It is ultimately the decision of the participant and their advocate to decide who will participate in the 
service/life plan development process. 

 

Appendix D: Participant-Centered Planning and Service Delivery 
D-1: Service Plan Development (4 of 8) 

 

d. Service Plan Development Process. In four pages or less, describe the process that is used to develop the participant- 
centered service plan, including: (a) who develops the plan, who participates in the process, and the timing of the plan; 
(b)the types of assessments that are conducted to support the service plan development process, including securing 
information about participant needs, preferences and goals, and health status; (c) how the participant is informed of the 
services that are available under the waiver; (d) how the plan development process ensures that the service plan addresses 
participant goals, needs (including health care needs), and preferences; (e) how waiver and other services are 
coordinated;(f) how the plan development process provides for the assignment of responsibilities to implement and 
monitor the plan; and, (g) how and when the plan is updated, including when the participant's needs change. State laws, 
regulations, and policies cited that affect the service plan development process are available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable): 

 

The development of the participant's Life Plan is a  person-centered process. This process includes participation from the 
participant, family, friends, clinicians, support brokers, advocates, caregivers and waiver service providers. The 
development of the Life Plan occurs through the collaboration of these participants. 

 
At the point when the individual first approaches the Regional Office for services, a person-centered process is used to 
assist in the identification of service interests and needs. An individual may have a preliminary Life Plan until the initial 
Life Plan has been finalized during the application for HCBS Waiver services. The initial Life Plan must be finalized 
within 90 days of enrollment in the FIDA-IDD, CCO or the HCBS Waiver, whichever comes first. The participant and 
their advocate are afforded the opportunity to make informed decisions in the development of the Life Plan. The Care 
Manager will build on this process for the full development of the updated Life Plan. 

 
The full development of the participant's Life Plan is completed using a person-centered process which, to the maximum 
extent possible, the participant directs the planning of his or her services and makes informed choices about the services 
and supports that he or she receives. The planning process guides the delivery of services and supports to the participant  
in a  way that leads to outcomes or results in areas of the participant’s life that are most important to him or her (e.g. 
health, relationships, work, and home). This process involves waiver service providers and people chosen by the 
participant, often known as the participant’s Circle of Support. The participant’s Circle of Support participates in the 
process as needed, and as defined by the participant except to the extent that decision-making authority is conferred by 
another by State law. In addition, the participant’s Life Plan focuses on OPWDD's mission to help people with 
developmental disabilities live richer lives. It includes the vision of ensuring that people with developmental disabilities 
enjoy meaningful relationships with friends, family and others in their lives, experience personal health and growth, live 
in the home of their choice and fully participate in their communities. Focus is also placed on OPWDDs guiding 
principles that frame how OPWDD conducts its business. These include "putting the person first", and maximizing 
opportunities for people with developmental disabilities to lead productive and fulfilling lives. 
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The Care Manager and the Circle of Support assists the person in decision-making by among other things, explaining 
issues to be decided, answering the individual’s questions encouraging the individual to actively participate in decision- 
making and, where necessary, assisting the individuals to communicate his or her preferences. During the Person- 
Centered Planning the Care Manager seeks to listen, discover and understand the participant. The person-centered 
planning process requires that supports and services are based on the individual’s interests, preferences, strengths, 
capacities, and needs. In addition, the supports and services are designed to empower the individual by fostering skills to 
achieve desired personal relationships, community participation, dignity, and respect. It is a  process of learning how the 
participant wants to live and describes what needs to be done to help the participant move toward that life. The planning 
process capitalizes and builds on a participant's abilities and skills to form a quality lifestyle for the participant. Though 
other factors that impact the participant's life are considered, knowing abilities and skills sets a direction, gives guidance, 
provides positive motivation and increases the likelihood of success. Though planning may start with some general ideas 
of what the participant wants and needs, it evolves into a clear vision of a positive and desirable future. Through a 
collaborative planning process the participant is always the central focus. The wider the representation of people involved 
in planning, the richer and more meaningful the planning will be. 

 
OPWDD and/or CCOs trains Care Managers to use the five sequential steps to planning. These include: gathering 
information as the basis for planning (a listening and learning step that increases the understanding of the participant); 
identifying themes in the participant's life (summary statements that are used as cues or indicators to what the person 
needs and wants for successful living and the keys that impact the participant's day-to-day life); choosing personal valued 
outcomes; identifying safeguards that are needed to keep a participant safe from harm including any risk factors; and 
developing the action steps, strategies, resources and funding sources needed. Once these steps are completed, the 
information learned is included in the service plan development and implementation. 

 
The Three-Way FIDA-IDD Contract describes the training requirements for FIDA-IDD Plan members of the 
Interdisciplinary Team (IDT). Partners Health Plan (PHP) provides training to all FIDA-IDD Plan members including 
care managers on the following approved training on the person-centered planning processes: cultural competence; 
disability; accessibility and accommodations; and wellness principles, along with other required training, as specified by 
the State. This will include ADA/Olmstead requirements. 

 
The Life Plan includes the participant’s goals and desired outcomes; the participant's strengths and preferences; the 
necessary and appropriate services and supports (paid and unpaid) that are based on the participant’s preferences and 
needs and that will assist the participant to achieve his or her identified goals; the services that the participant elects to 

 

self-direct; if an individual resides in a certified residential setting, documentation that the residence was chosen by the 
individual, and document the alternative residential settings considered by the individual; and the individual and/or entity 
responsible for monitoring the plan. 

 
During this development process, the Care Manager ensures that the Life Plan contains the type of waiver services, 
Medicaid State plan and other services to be furnished, the amount, frequency and duration of each service, and the 
provider who will furnish each service. The Life Plan specifies the supports and services to be provided to the waiver 
participant including: natural supports and community resources, Medicaid State Plan services, federal, state, and county 
services, waiver services and other services that may be funded by other entities. The Care Manager assists the participant 
in obtaining and coordinating the services that are outlined in the Life Plan. The Life Plan reflects coordination between 
major service providers involved with the participant. As waiver services are developed and responsibilities are assigned 
to waiver service providers, further assessment of specific skills are included as a component of the activities associated 
with waiver services. 

 
The process of developing the Life Plan also includes an assessment of the participant's clinical, functional and health 
care needs. The Care Manager must identify information regarding health and safety needs that will be reflected in the 
Life Plan safeguarding section. Safeguards are supports needed to keep the participant safe from risk and harm, actions 
to be taken when the health or welfare of the participant is at risk, and measures in place to minimize risk, including 
individual specific back-up plans and strategies when needed. Safeguards are significant issues discovered during the 
planning process that are individualized and specific to the participant. The safeguarding section of the Life Plan 
includes a description of the supervision and oversight that may be required in such areas as fire safety, medication 
management, allergies, community inclusion activities, diet, behavioral concerns, financial transactions, and 
vulnerabilities at home and in the community. Safeguards are not meant to be so wide-ranging that routine supports are 
always identified. 
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The Plan is written in a  way that is understandable to the participant, i.e., written in plain language and in a  manner that is 
accessible to the participant, it is finalized and agreed to with the participant’s written informed consent. Providers are 
responsible for implementing goals, supports, and safeguards. In addition, providers must acknowledge and agree to 
provide the goals, supports and safeguards associated with their services. The Care Manager distributes the Life Plan to 
the participant and parties involved in the implementation of the plan. The participant, circle of support, the service 
providers, and Care Manager review the person-centered service plan and the Care Manager must revise such plan if 
necessary, at least twice annually; when the capabilities, capacities, or preferences of the individual have changed and 
warrant a review; or at the request of the participant. Person centered planning is a collaborative and recurring process 
between the individual, the circle of support waiver service providers and the Care Manager. The Care Manager ensures 
that the Life Plan is kept current, adapted to the changing outcomes and priorities of the person, as growth, temporary 
setbacks, and accomplishments occur. However, OPWDD requires that the service plan be reviewed at least twice per 
year by the Care Manager, the participant, their advocate (if applicable) and, as needed the waiver habilitation service 
providers. As changes are identified the Care Manager updates the Life Plan to reflect the changes. Additionally, the Life 
Plan should be updated any time changes to HCBS Waiver services occur to reflect a  change in a service. 

 
The Care Manager is responsible to oversee and monitor the implementation of the Life Plan. When reviewing the Life 
Plan, the Care Manager ensures that its contents are kept current, and that services provided continue to address the 
participant's needs, preferences and desired outcomes as they develop and change. OPWDD requires that the Life Plan be 
reviewed at least twice annually on a twelve month basis (i.e. semi-annually) and we suggest that providers seek to do 
this review/update every six months, however, we allow flexibility in the six month schedule to incorporate changes to 
the Life Plan that may occur before or after the six month point based on the unique events and circumstances happening 
in each individual's life. An individual’s Life Plan must be updated within 12 months of the previous plan review. 

 
The primary difference between Health Home Care Management and Basic Home and Community-Based Services 
(HCBS) Plan Support is the intensity of the care management provided. Health Home Care Management offers ongoing 
and comprehensive care management support on at least a  monthly basis. Those who do not require such an intensive 
level of care management support can choose to be enrolled in Basic HCBS Plan Support which offers a maximum of 
four months of care management service per year (a minimum of two services per year with an optional two additional 
services if needed by the individual). The primary functions of each service are similar: including the development and 
ensuring implementation of the Life Plan, and ensuring continued waiver and other service eligibility; yet the frequency 
of support is less intense with Basic HCBS Plan Support. This option is available to anyone who is eligible for 

 
OPWDD care management services – except for Willowbrook Class members who by decree must receive at least 
monthly care management via the CCO/HH care management service. The care management needs of the individual are 
used to determine which model is provided. The majority of individuals receiving OPWDD care management receive 
Health Home Care Management as opposed to Basic HCBS Plan Support 

 

Appendix D: Participant-Centered Planning and Service Delivery 
D-1: Service Plan Development (5 of 8) 

 

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan 
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant needs 
and preferences. In addition, describe how the service plan development process addresses backup plans and the 
arrangements that are used for backup. 
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An assessment of the participant's level of skills, and dignity of risk are identified during the service plan development 
process through person-centered planning. To evaluate “risk” and the individual’s responsibility and ability to calculate 
the risk, the participant, his/her circle of support, and the Care Manager take into consideration the benefits to the 
individual and the rights of the individual, ways to empower the person to improve their ability to make informed 
decisions through education and self‐advocacy skills, possible resources and environmental adaptations that can allow 
the person to take the “risk,” but mitigate potential hazards. 

 
In order to assure the health and safety of each waiver participant, the plan of care includes a  safeguarding section. This 
safeguarding section identifies the supports needed to keep the participant safe from harm and actions to be taken when the 
health or welfare of the person is at risk. Safeguards are significant issues discovered during the planning process that are  
individualized and specific to the participant; these include relevant medical and behavioral information. 

 
Additionally, participants residing in OPWDD certified residential settings known as Individualized Residential 
Alternatives (IRA) are required to have a plan for protective oversight, based on an analysis of the participant's 
safeguarding needs. This plan is reviewed at least annually and revised as needed and integrated with other services 
received as appropriate. The overarching safeguards outlined in the plan for protective oversight is incorporated into the 
Life Plan. The OPWDD DQI survey process verifies that participants are receiving appropriate protective oversight, that 
staff are competent to provide oversight and supported needed by participants, and that the participant's plan is 
implemented as specified in their Life Plan. In addition, OPWDD certified residential settings are required to implement a 
facility evacuation plan. The DQI survey process verifies that staff and participants are trained and evaluated regarding 
their performance to execute the facility evacuation plan. Each participant's Life Plan safeguarding section contains a 
current evaluation of the fire evacuation capacity of the participant based on actual performance. 

 
When risks to a participant's health and safety are identified, every effort is made to assist the participant to understand his 
or her risks and to address them. The identification of risks for participants includes addressing these risks through specific 
habilitative plans and services. It is the responsibility of all staff working with a participant to include strategies that 
address health and safety. 

 
OPWDD regulations, Part 633 Protection of Individuals Receiving Services, sets forth requirements for ensuring and/or 
promoting the protection of individuals served which are applicable to facilities operated and/or certified by OPWDD. 
Provider agencies assure the rights of individuals by developing and implementing policies and procedures which ensure 
ongoing compliance with Part 633. Providers must ensure that participants and/or their parents, guardians or 
correspondents receive information regarding rights and responsibilities, the process for resolving objections, problems, 
or grievances relative to the person's rights, and information on where to go to report/resolve these issues. OPWDD DQI 
surveyors verify provider compliance with the Part 633 requirements during the survey process. In addition, the FIDA-
IDD is required to comply with all federal and state requirements related to rights and grievances for their m embers. 

 
Certified residential settings are required to develop plans for back up by having a communication system which 
ensures the prompt contacting of on-duty personnel and the prompt notification of responsible personnel in the event of 
an emergency. The FIDA-IDD is required to provide 24-hour contact information to access appropriate personnel in the 
event of an emergency or other circumstances as defined in the contract with NYS. During the person centered planning 
process, the participant, their family, involved provider agencies and the Care Manager develop back up arrangements 
for those participants residing in their own homes. 

 
Person-Centered Planning is focused on positive safeguarding, not risk elimination. The safeguarding plan should be 
positive and should focus on the strengths and skills of the individual. Potential risk is measured based on an activity's 
potential harm and the person’s ability to make informed choices. Through work with statewide representative 
stakeholders a tool was developed to assist with planning for needed safeguards. 
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Appendix D: Participant-Centered Planning and Service Delivery 
D-1: Service Plan Development (6 of 8) 

 

f. Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting from 
among qualified providers of the waiver services in the service plan. 

 
 

Upon application to the Regional Office for participation in the HCBS Waiver, the Regional Office provides the 
participant and their family or advocate with information about the range of services and supports that are offered through 
the waiver and information regarding all service providers (including the FIDA-IDD network) that are available in their 
geographic location, to ensure that informed choice of services and providers of services can be made. 

 
The participant requesting HCBS Waiver services meets with a representative of the local OPWDD Regional Office and 
an enrollment broker if enrolled in managed care to receive information about the FFS and managed care services and 
service providers. The Regional Office explains that the participant has a choice of service providers and provides 
information regarding service providers in order to allow the participant to make an informed choice for individuals in 
FFS and managed care. 

 
The participant completes a  Documentation of Choices form indicating that they have chosen to receive HCBS Waiver 
services, they have selected an agency to provide care management through the CCO/FIDA-IDD, and they have been 
informed of all the available options with regard to service providers, including care management services. The 
participant is also informed that they have the right to exercise changes in choice of service providers at any time. For 
individuals who opt to participate in managed care, they will be provided information from the FIDA-IDD about the 
choice of managed care providers and choice within its network providers. 

 
The Care Manager is responsible for providing the participant with information regarding their choice of all waiver 
service providers or network providers. All service providers are listed in the participant's Life Plan. Semi-annually (i.e., 
twice per year), the Life Plan and all service providers listed are reviewed with the participant. The participant's 
satisfaction with service providers is assessed at this time and if the participant is dissatisfied with services, the Care 
Manager will help the participant to obtain information regarding other service providers and will assist the participant in 
the selection of service providers. 

 
Additionally, OPWDD's website provides a public e-mail address to request information. OPWDD’s website includes 
comprehensive information on available services. OPWDD's toll-free hotline is another source of information. The 
information line is designed to help people get answers to questions regarding supports and services. It is equipped with 
InterpreTALK, a telephonic interpreting service. Callers, regardless of what language they speak, are able to 
communicate their questions or concerns without delay. Linkages are made to the appropriate Regional Office for follow- 
up and assistance. 

 

Appendix D: Participant-Centered Planning and Service Delivery 
D-1: Service Plan Development (7 of 8) 

This tool ca n be found a t https://opwdd.ny.gov/sy stem /f ile s/docu ments/2020/01/q i -too lk it -risk - safeguards_0.pdf. 
 
Some specific examples of habilitation plan services include: 
• A person receiving services who has a  risk related to a history of choking would have a plan with services requiring 
supervision during dining and other specific dining guidelines that are necessary to follow for safe eating. 
• A person receiving services who has a history of behavioral challenges and aggression towards their peers would 
have a behavior support plan in place. 
• A person receiving services who enjoys shopping but does not fully understand the value of money would have a 
plan with services providing education with budgeting and supervision with money management and shopping. 
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g. Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which the 
service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b)(1)(i): 

 

In August, 2010, the State realized that there was a great deal of overlap and duplication between the service plan reviews 
conducted by OPWDD’s Division of Quality Improvement and the annual Life Plan review conducted jointly between 
DOH WMU and OPWDD's Division of Person Centered Supports. As a result, the two agencies have worked together, 
with the assistance of the National Quality Enterprise (NQE), to devise strategies to better ensure the following:  
• Participant Eligibility is determined; 
• Participant Level of Care is performed and re-evaluated annually; 
• Services are furnished in accordance with the Life Plan; 
• Participant access to waiver services is identified in the Life Plan; 
• Participant exercises choice of provider; 
• Services meet participant’s needs; 
• Participant health and welfare safeguards are clearly outlined in the Life Plan and reflect the participant's current 
health status and need for safeguards; 
• Participant has access to non-waiver services (including medical, dental, ancillary health and rehabilitative services) 
and that these services a re listed in the service plan. 

 
Current Strategy: 
Changes to the execution of Administrative Authority have been implemented to accomplish the following goals: 
a . to strengthen and broaden the scope of the SMA oversight of the OPWDD Comprehensive HCBS Waiver, especially 
in the areas of health and welfare, qualified providers, and service plans; 
b. assure that SMA oversight is current, timely and reflective of OPWDD’s present reform initiatives. 

 
1. Performance Measures and revised QIS 
• DOH conducts administrative oversight by evaluating the results of the Life Plan review using the performance 
measures and QIS established by DOH and OPWDD with assistance from NQE. (Appendix A and Appendix H) 
2. DOH Oversight of OPWDD DQI Service Plan Review (implemented in the 2011-2012 waiver year): DOH performs 
oversight of a review of a statistically valid sample of Life Plans completed by OPWDD DQI. DOH continues to perform 
the Medicaid billing validation (fiscal) review for a subset of the statistically valid sample. 
• The annual review of a statistically valid representative sample of Life Plans, previously completed by DOH, is 
conducted by OPWDD DQI. However, DOH oversight activities ensure the following:  
o OPWDD is using the agreed upon review tool and the defined performance measures; 
o OPWDD DQI surveyor Life Plan reviews are accurate, complete, and are performed as per the agreed upon 
process; 
o DOH tracks individual deficiencies identified in the Life Plan review and monitors both individual and systemic 
remediation activities related to these deficiencies. 
• DOH will continue to select the statistically valid representative sample annually and provide the sample to OPWDD 
DQI. DQI will subsequently complete the review, using a review tool and a timeline agreed upon by DOH and OPWDD. 
3. DOH Fiscal Review: DOH continues to perform the Medicaid billing validation review for a statistically valid 
sample of the DOH statistically valid sample that DOH provides annually to OPWDD DQI for review. DOH monitors 
identified deficiencies to assure that appropriate remediation is completed by OPWDD and reported to DOH in the 
agreed upon timeframe. 
4. DOH Life Plan Validation Review Process referred to as IRR: DOH also reviews a select subset of Life Plans to 
validate that the review process was performed as required and that the CMS assurances are met. 
• DOH randomly selects a  subset of Life Plans from the annual DOH larger statistically valid sample. Those Life 
Plans and related documents are electronically submitted by DQI and submitted to DOH for review; 
*DOH uses applicable parts of the OPWDD DQI Review Tool concurrently used by DQI so that the results can be 
compared and validated; DOH reviews these selected Life Plans for the following: 
* eligibility; 
* required dates and signatures that ensure appropriate persons are involved in authorizing, planning and providing 
services; * documentation specifying that an individual enrolled in the waiver, and his/her circle of supports, are part of 
the planning, implementation, and evaluation process; 
* accurate, complete, and timely Level of Care and CCO consent forms; 
* accurate, complete, and timely Document of Choice/Freedom of Choice forms that verify that the individual and 
his/her advocate have been informed of the choice between institutionalization or community-based waiver support 
services and that the participant’s choice has been indicated. 
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Appendix D: Participant-Centered Planning and Service Delivery 
D-1: Service Plan Development (8 of 8)

h. Service Plan Review and Update. The service plan is subject toat least annualperiodic review and update to assessthe 
appropriateness and adequacy of the services as participant needs change. Specify the minimum schedule for the review 
and update of the service plan:

Every three months or more frequently when necessary 

Every six months or more frequently when necessary 

Every twelve months or morefrequentlywhen necessary 

Other schedule
Specify the other schedule:

i. Maintenance of Service Plan Forms. Written copies or electronic facsimiles of service plans are maintained for a 
minimum period of 3 years as required by45 CFR§92.42. Serviceplans are maintainedby thefollowing (checkeach that 
applies):

Medicaid agency 

Operating agency 

Case manager
Other
Specify:

Appendix D: Participant-Centered Planning and Service Delivery 
D-2: Service Plan Implementation and Monitoring

a. Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the 
implementation of the serviceplanandparticipanthealth and welfare; (b) themonitoringand follow-upmethod(s) thatare 
used; and, (c) the frequency with which monitoring is performed.

*inclusion of valued outcomes ;
*habilitative, healthandsafety, medical, dental, behavioralhealth, community inclusionandsupport needs of the waiver 
participant are addressed and re-evaluated as needed.
*ultimately, thegoalof the IRRprocess is to assure that anydeficiency identifiedbyeither OPWDD or DOH is 
remediated in the agreed upon timeframe.

CONTINUED IN D.2.a.

OPWDD requires that the Life Plan be reviewed at least twice annually on a twelve month basis (i.e. semi-
annually) and we suggest that providers seek to do this review/update every six months, however, we allow 
flexibility in the six month schedule to incorporate changes to theLife Plan thatmay occur beforeor after the six
monthpoint basedon the unique eventsandcircumstances happening in each individual's life. An individual’s Life 
Plan must be updated within 12 months of the previous plan review. To ensure that these decisions are made in the 
best interests of the individual served and not for the convenience of the Care Manager. In addition, OPWDD 
requires the Care Manager to keep the Life Plan up to date in accordance with all OPWDD/DOH policy guidance.

CCO or the FIDA-IDD Plan.
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Continued from D.1.g. 
 

5. Sampling Methodology: DOH continues to assure that the annual DOH OPWDD DQI Life Plan sample is both 
statistically valid and representative of all waiver participants, including individuals who receive both state -operated 
services and services delivered by not-for-profit agencies. 
• Based on the guidance of NQE, DOH WMU annually selects the sample size of 400 Life Plans for the annual Life 
Plan Review using the Raosoft. Inc® calculator (5% margin of error, 95% confidence interval, and a 50% response  
distribution). The response distribution was reset from 95% to 50% to reflect the transition from the traditional DOH 
Life Plan review process to the redesigned Life Plan review process described in this section. 
• The DOH Life Plan review is conducted annually. The sample size will be recalculated periodically and the 
response distribution readjusted accordingly when warranted. 
• Sample selection process: DOH runs a query through the NYS Data Warehouse to identify all OPWDD HCBS 
Waiver participants during the sample time period. DOH selects a random statewide sample, using a random number 
generated table, based on the number of approved waiver slots at the beginning of the review year. The DOH sampling 
methodology generates a list that includes all waiver services and all authorized residential options including private 
homes and certified residential settings. 

 
 

Several layers of monitoring of the implementation of the plan of care occur within the NYS OPWDD Waiver. 
 

For individuals not enrolled in the FIDA-IDD, upon completion of the plan of care (Life Plan), the Care Manager must 
submit the plan to the Care Manager Supervisor for review. Any time a significant change is made to the plan of care and 
portions are revised and rewritten, the Care Manager Supervisor must review, sign and approve the changes to the plan. 
Once the plan of care has been approved, the Care Manager is responsible for monitoring the implementation of the plan 
of care and the participant's continued health and welfare. The Care Manager will have contact and face to face meetings 
with the participant based on the individualized needs and circumstances of each individual and the professional 
judgement of the Care Manager and the Care Manager Supervisor in consultation with the individual based on 
assessment to assure that the services are meeting the participant's needs and that the participant is satisfied with the 
services being provided. This activity is documented in the care management notes. 

 
For individuals enrolled in the FIDA-IDD, the lead care manager is responsible to ensure that the plan is completed, 
implemented, and monitored. In addition to the lead care manager, the managed care entity will use an Interdisciplinary 
Team (IDT) that is available to address the specialized planning needs of the person. The FIDA-IDD is responsible to 
contract members with different expertise and specialty backgrounds (e.g., nurse, education specialist, employment 
specialist, etc.). These members are available to the participant on the IDT as dictated by the enrollee's care plan needs. 

 
Additionally, the OPWDD Division of Quality Improvement (DQI) performs a series of oversight and monitoring 
activities to ensure that the service plan/life plan implementation is adequate. When a provider is authorized to provide 
HCBS Waiver services in a residential or day certified setting, they will receive an operating certificate. Prior to the 
renewal of a  provider's operating certificate, DQI staff complete review activities including a site visit. During this visit, 
DQI staff will review waiver service planning and delivery for any individual supported in these settings, selected in the 
statewide random sample of waiver participants. The focus of this review includes a review of the participant's valued 
outcomes, habilitation services, health and welfare, staffing, rights, health services and medications, incident 
management, and physical plant surroundings. DQI staff will conduct observations, interviews with provider staff and 
participants and will review records. When serious or systemic deficiencies are identified, the DQI issues a Statement of 
Deficiencies (SOD) and requires that the provider respond in writing with a Plan of Corrective Action (POCA). Upon 
approval of the POCA, DQI will issue a renewal of the provider's operating certificate. 

 
When a provider is authorized to provide HCBS Waiver services to participants in non-certified settings, the DQI staff 
routinely review a sample of waiver participants' plans of service. The focus of this review is similar in scope to the 
previously mentioned survey visit, but is completed via a desk review. For example, Community Habilitation can be 
provided in a  non-certified setting. A Community Habilitation worker may take an individual to a  community setting to 
work on completing a non-vocational related valued outcome described in his/her Community Habilitation plan. 

 
DQI staff complete reviews of all certified programs.  Routine reviews are limited in scope and focus primarily on 
participant health and safety issues and a review of the provider's implementation of corrective actions. 
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Individuals included in the Person-Centered Review (PCR) sample are interviewed during each DQI survey regarding 
satisfaction with their service plan, outcomes in the plan, involvement in plan development and care received. Annually a  
sample of individuals is selected for a review of their service planning, service plans, service delivery and the 
effectiveness. Each agency is included in sampling. Each review requires direct discussion with the person and 
observation when appropriate. In situations when more information is needed or communication is difficult, contacts are 
made with the person’s family/advocates and those that know them best. 

 
The exercise of free choice of provider is reviewed using the Person-Centered Review protocol. Verification will occur 
through interview with the person and advocates. Back-up plans, when needed, are by regulation required to be included 
in the service plan. Protocol for review of services by DQI includes verification that the service plan is implemented as 
written and that the services are meeting the desired outcomes of the individual. DQI’s review protocol includes 
verification that individuals are provided information necessary to make decisions about services, services environments 
and mechanisms, including non-waiver services. Discussion with the individual and/or advocate will be completed to 
verify they have been given information necessary and made an informed decision. This decision making is also required 
to be documented in the service plan. Reviews will ensure that documentation and report from the individuals are 
accurate. 

 
Service plan implementation and monitoring is also achieved through the DQI Person-Centered Review. DQI annually 
reviews a random sample of 1,500 participants receiving services from a care management provider to assess the quality 
of services provided, and an additional review of care management and select waiver services for approximately 2,000 
additional service participants. The sample is representative of the variety of participants' residential living arrangements 
within the provider agency. The audit components include a review of the development, implementation and maintenance 
of the participant's plan of care and other required documentation. The DQI staff will review relevant sections of the 
participant's record, conduct interviews and make observations, as appropriate, to determine whether or not the Care 
Manager has completed the required documentation in a timely manner and the outcomes, as written, accurately reflect 
the participant's life goals, aspirations, valued outcomes and required supports. Through their review the DQI staff ensure 
that the participant and their advocate meaningfully participated in the development, implementation and review of the 
plan of care and after interviewing the participant and making observations where and when appropriate, the participant's 
actual activities and services correspond to what is written and to the participant’s valued outcomes. They ensure that the 
participant's choices are incorporated into the plan of care. Statements of Deficiency (SOD) are issued and Plans of 
Corrective Action (POCA) are received to address any systemic, pervasive or egregious deficiencies. An agency has 20 
days to submit a POCA once the SOD has been received. In the event of a 45 day letter, an agency has 10 days to 
complete the POCA from the receipt of the 45 day letter. 

 
In accordance with OPWDD’s November 2013 Quality Strategy and the goals outlined in OPWDD’s Self-Direction 
Policy, OPWDD engaged in survey redesign to develop new protocols that better support our review of the effectiveness 
of person centered and person directed service delivery including the incorporation of the new federal standards related to 
home and community-based services and person centered planning and process requirements. Work with OPWDD 
stakeholders to determine the quality standards and characteristics included in new protocols resulted in the development 
of quality indicators outlining standards and criteria for high quality service provision. As OPWDD develops and 
implements these new protocols, it will be necessary to revise the sampling percentages and strategies referenced above 
to ensure that we are getting at the stratification levels that can best ensure that our person samples represent the wide 
range of agency supports and services and the diversity of needs in our population and to ensure that we can review each 
person in the sample from a person centered perspective. These revisions will help to ensure that our person samples are 
not siloed by site or program and that instead the entire array of the person’s supports are reviewed to ensure that the Plan 
is effectively implemented based upon the person’s preferences, needs and outcomes. 

 
Providers that deliver HCBS Waiver Services under the FIDA-IDD provider network will be reviewed by DQI through 
the random sample review activities described above. New York State OPWDD will conduct a routine review of the 
effectiveness of every managed care entities Care Management Function. OPWDD will pull a  sample of all individuals 
served by the managed care entity and will review life plans and the overall effectiveness of care management to 
produce results that reflect the person’s assessed needs, communicated choices and preferences. The Care Management 
Review will include a record review, interviews with the person and their advocates/circles of support, and interviews 
with managed care personnel and staff engaged in the care management function. This review may also include 
operational and administrative elements included in the FIDA-IDD contract such as a review of the QI Plan, policies and 
procedures, and grievance systems. 

b. Monitoring Safeguards. Select one: 
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Entities and/orindividuals that haveresponsibility to monitor serviceplan implementation and 
participant health and welfare may not provide other direct waiver services to the participant.

Entities and/orindividuals that haveresponsibility to monitor serviceplan implementation and 
participant health and welfare may provide other direct waiver services to the participant.

The statehas established the followingsafeguardsto ensure thatmonitoring is conducted in the best interests of the 
participant. Specify:

Appendix D: Participant-Centered Planning and Service Delivery 
Quality Improvement: Service Plan

As a distinct componentof theStates quality improvementstrategy, provide information in the following fields to detail the States 
methods for discovery and remediation.

a. Methods for Discovery: Service Plan Assurance/Sub-assurances

The state demonstrates it has designed and implementedan effective system for reviewing the adequacy of serviceplans 
for waiver participants.

i. Sub-Assurances:

a. Sub-assurance: Service plans address allparticipantsassessedneeds(includinghealth and safetyrisk 
factors) and personal goals, either by the provision of waiver services or through other means.

Performance Measures

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance (or 
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
The number and percent of peoplethat say their service plan includes thingsthat are 
important to them (Numerator: NCI participants that indicate their service plan 
includes the things that are important to them. Denominator: NCI participants that 
have a service plan and remember their plan)

Data Source (Select one):
Other
If 'Other' is selected, specify:
NCI Adult In-Person Survey

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
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Agency

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

95% and 
margin of error
+/-5%

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Random
sample of
adults receiving 
at least one 
service besides 
Care 
Management

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify: Annually
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Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

Continuously and Ongoing

Other
Specify:

Performance Measure:
The number and percent of ISPs/Life Plans in which the waiver ISPs/Life Plans 
support the individual's valued outcomes and includepreferred activities(Percentage
= number of ISPs/Life Plans in which the waiver service plans support the 
individual's valued outcomes and includepreferred activities/totalnumberof 
ISPs/Life Plans reviewed).

Data Source (Select one):
Other
If 'Other' is selected, specify:
DQI Person-Centered Review
Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

See QIS-a.ii.

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:
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Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
The number and percent of ISPs/Life Plans that include an assessment of the health 
and safety risks of the individual. (Percentage = number of ISPs/Life Plans that 
include an assessment of the health and safety risksof the individual/totalnumber of 
ISPs/Life Plans reviewed.)

Data Source (Select one):
Other
If 'Other' is selected, specify:
DQI Person Centered Review

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):
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State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

See QIS-a.ii.

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
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Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

Specify:

b. Sub-assurance: The Statemonitors serviceplan development in accordance with itspolicies and 
procedures.

Performance Measures

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance (or 
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
The number and percent of service complaints that are received at the 
Commissioner's Correspondence Office that have an initial follow-up within two 
working days. (The number of Service complaints responded to initially within two 
working days/ Total number of service complaints receive by the Commissioner's 
Correspondence Office.)

Data Source (Select one):
Other
If 'Other' is selected, specify:
Commissioner's Correspondence Office Log
Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =
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Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

c. Sub-assurance: Service plans areupdated/revised at leastannually or when warrantedby changes in the 
waiver participants needs.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
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sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
The number and percent of ISPs/Life Plans which reflect that the ISP/LifePlan was 
reviewed at least semi-annually on a twelve month basis (Percentage = number of 
ISPs/LifePlanswhich reflect that it was reviewed at least semi-annually on a twelve 
month basis/total number of ISPs/Life Plans reviewed).

Data Source (Select one):
Record reviews, on-site
If 'Other' is selected, specify:
DQI Person Centered Review
Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

See QIS-a.ii.

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:
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Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
The number and percent of ISPs/Life Plans that demonstrate that changes were made 
to the plan in response to a change in the individual's needs (Percentage = number of 
ISP/Life Plan changes made when individual's needs changed/number of individuals 
requiring a ISP/Life Plan change(s) due to changing need).

Data Source (Select one):
Other
If 'Other' is selected, specify:
DQI Person Centered Review
Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

See QIS-a.ii.

Other Annually Stratified
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Specify: Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

d. Sub-assurance: Services aredelivered in accordancewith the service plan, including the type, scope, 
amount, duration and frequency specified in the service plan.

Performance Measures

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance (or 
sub-assurance), complete the following. Where possible, include numerator/denominator.
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For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
The number and percent of ISPs/Life Plans reviewed in which the services in the 
approved plan were provided in the scope, type, amount, frequency and duration 
specified in the plan. (Percentage=totalnumber of case records sampled that met the 
requirements/total reviewed).

Data Source (Select one):
Other
If 'Other' is selected, specify:
DQI Person Centered Review

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

See QIS-a.ii.

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

e. Sub-assurance: Participants are afforded choice: Between/among waiver services and providers.

Performance Measures

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance (or 
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
The number and percent of individuals sampled where the individual responded that 
he/she was given a choiceof providers (Percentage =number of individuals wherethe 
individual responded that he/she was given a choice of providers/total number of 
individuals reviewed).

Data Source (Select one):
Other
If 'Other' is selected, specify:
DQI Person-Centered Review

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
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Agency

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

See QIS-a.ii.

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:
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Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

Performance Measure:
The number and percent of individuals who were able to choosetheir services as part 
of their service plan (Percentage = number of individuals who were able to choose 
their services as part of their service plan/total number of individuals who 
participated in the NCI Survey).

Data Source (Select one):
Other
If 'Other' is selected, specify:
NCI Survey
Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

95% and +/-
5% margin of 
error

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:
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Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

ii. If applicable, in the textboxbelow provide anynecessary additional information on thestrategies employedby the 
State to discover/identify problems/issues within the waiver program, including frequencyandparties responsible.

b. Methods for Remediation/Fixing Individual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information 

regarding responsible parties andGENERALmethods for problem correction. In addition, provide information on 
the methods used by the state to document these items.

Measures basedon the DQI PersonCenteredReview (PCR) andDQI survey sample are derived from a two-part 
sampling approach, which culminates in a total sample of approximately 1500 people receiving waiver services:
1. The first part of thesample is generated byOPWDD and is designed to cover people receivingwaiver services 
from each agency, since quality is assessed at both the individual and provider agency level. The sample is also 
designed to sample all HCBS waiver service types delivered to individuals statewide. A total of approximately 
1100 people are included in the pull ensuring full coverage of the state.

2. The second part of the sample is generated by DOH and is a sample of 400 individuals. The sample size is 
generated byRAOSOFT andensures that the sample willmeet a 95%confidence levelwith a margin of error of
+/- 5%.

The totalcount included in the PCR sample is then 1500, which includes a sample of individuals by provider 
agency (1100) and sample of individuals (400).
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ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that applies): Frequency of data aggregation and analysis
(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

c. Timelines
When the State does not haveallelements of the Quality ImprovementStrategy in place, providetimelines to design 
methods for discovery and remediation related to the assurance of Service Plans that are currently non-operational.

No
Yes
Please providea detailed strategy for assuringService Plans, thespecific timeline for implementing identified 
strategies, and the parties responsible for its operation.

The methods used byOPWDD/DQI to remediateindividualproblemsas theyarediscovered includethe 
following:

-Through survey visits/activity, notification is provided to all providers of all regulatory deficiencies.

--When warranted, generation of Statements of Deficiency (SODs) which require a Plan of Corrective Action 
(POCA).

--Review and analysis by DQI of all POCAs submitted by providers. If the POCA is deemed unacceptable by 
DQI, the provider will be required to amend and submit an updated/acceptable POCA. DQI conducts follow up 
visits when warranted to ensure thatcorrectiveactionshave been implemented byprovider agencies. Corrective 
actions are also reviewed by DQI upon recertification of operating certificates and during subsequent HCBS 
reviews.

Remediation activities completed by OPWDD in response to the DOH LP review include: ongoing training on
identified issues and trends; "e-visory alerts" sent toproviders addressing issues and trends; ongoing technical 
assistance to providers; DQI provider training of "hot topics"; and revisions to training curriculums of courses 
offered on plan of care topics.
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Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the Waiver Request):

Yes. This waiver provides participant direction opportunities. Complete the remainder of the Appendix.
No. This waiver does not provide participant direction opportunities. Do notcomplete the remainder of the 
Appendix.

CMS urges states to afford all waiver participants the opportunity to direct their services. Participant direction of services 
includes the participantexercising decision-makingauthority over workers whoprovideservices, a participant-managedbudget 
or both. CMS will confer the Independence Plus designation when the waiver evidences a strong commitment to participant 
direction.

Indicate whether Independence Plus designation is requested (select one):

Yes. The state requests that this waiver be considered for IndependencePlus designation. 
No. Independence Plus designation is not requested.

Appendix E: Participant Direction of Services 
E-1: Overview (1 of 13)

a. Description of Participant Direction. Inno morethan two pages, provideanoverview of theopportunities for participant 
direction in the waiver, including: (a) the nature of the opportunities afforded to participants; (b) how participants may take 
advantage of these opportunities; (c) the entities that support individuals who direct their services and the supports that
they provide; and, (d) other relevant information about the waiver's approach to participant direction.

Self-Direction is a central tenet of the OPWDD transformation agenda and is a core element of the education and 
outreach that is provided at the front door. Once a person enters the front door and selects a CCO/Care Manager, he or 
she assists the person in accessing all HCBS and presents self-direction as an option for service delivery. Care Managers 
provide information on the supports and services available through OPWDD so participants can make informed choices 
on the service options that best meet their needs and that will enable them to live as independently as possible in the 
community. For individuals seekingmore controlandauthorityover their supports andservicesor individuals seekingan 
alternative to traditional provider managed services, the Care Manager informs them about OPWDD participant -directed 
service options. The OPWDD HCBS waiver offers participant-direction options with varying degrees of employer 
authority and/or budget authority. Individuals may choose to participant-direct some or all of their waiver services.

Agency SupportedSelf Direction: In this option the individual selects an agencywith which he or she wants towork. The 
individual and the agency enter into a Memorandum of Understanding (MOU) governing the responsibilities of the 
agency and the individual and his or her advocate(s). A template version of the MOU is available on the OPWDD web 
site at the following link: https://opwdd.ny.gov/system/files/documents/2020/02/sd_mou_between-
sd_participant_and_fi_1.pdf.

In this option, the MOU specifies that the participant will work cooperatively with the provider to hire, train, and oversee 
staff selected by the participant. The participant oversees the staff's schedule and chooses the level and type of support to 
be provided by the staff in accordance with his/her Life Plan and habilitation plans. The staff person is hired by the 
agencyandpaid at theagency's rateof pay. Under this option, the personcanexercise employer, but not budget authority. 
This co-management option is offered for Community Habilitation, Supported Employment, and Respite services.

Self-Direction with Budget Authority and Self-Hired Staffing: Under this option, the individual and his or her family can 
exercise budget authoritywith the assistance of a Fiscal Intermediary that provides varying levels of support basedon the 
complexity of the person's service planand the levelof support theindividualelects to receive from the FI. In this option, 
the person can hire a staff person, and the FI provides payroll, mandatory training and fingerprinting/background check 
services for the employee and bills Medicaid for services rendered. If the self-directing individual chooses, the FI may 
provide additional supports such as non-mandatory training for staff or assisting with arranging back-up staffing. For 
individuals who self-direct with budget authority, Financial Management Services (Fiscal Intermediary) providers 
function as the entity that procures the goods and services for the individual and function as an Organized Health Care 
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Delivery System (OHCDS). Please Appendix I-3 g. for additional information

An individualmay self-directCommunity Habilitation, Supported Employment, andRespite. These self-directed services 
can be part of the person’s person-centered plan of support that may include other, non-self-directed services, For 
example, individuals can have both traditional supports from provider agencies and self-directed supports within their 
plan. When a person opts to exercise budget authority, the following additional services are also available to support the 
person to exercise self-directionwith budget authority, and are also consideredself-directedservices: IndividualDirected 
Goods and Services (IDGS), Fiscal Intermediary, Live-In Caregiver, and Support Brokerage services. Community 
Transition Services are paid via a Fiscal Intermediary agency. However, Community Transition Services are available to 
all HCBS Waiver enrollees who qualify, including those who do not self -direct other HCBS Waiver services. Individuals 
who choose to enroll in a FIDA I/DD will have the same opportunities to access self -direction services in the same 
manner through the FIDA I/DD.

To facilitate participant direction, self-directionparticipants areassistedby a freelychosenplanning team, also knownas 
a Circle of Support. This team consists of paid and unpaid members chosen by the participant to help with person-
centered planning necessary to develop and manage a Self-Direction budget.

Self-direction participants access support brokerage services under this waiver to provide information and assistance in 
support of participant direction. Support Brokers may be hired by the participant to assist them to direct and manage a 
self-directedservice option. TheSupport Broker assists theparticipant in developing a self-directionbudget that address 
his/her immediate and long-term needs while also addressing health and safety. Each OPWDD Regional Office has at 
least one "self-direction liaison" who works with the person, the planning team, the Support Broker and the Care

Manager to develop and monitor both theService Planand thebudget. The self-directionparticipant's annualizedbudget 
(Personal Resource Account-PRA) is developed for each participant and are portable. The budget covers the cost of 
recruitment, selection and supervision of staff hired by the participant, staff salaries, as well as for other approved 
supports and services in the self-direction budget.

Self-Direction participants access financial management services through a Fiscal Intermediary. The FI is a  non-profit 
provider agencyauthorized byOPWDD to provideHCBwaiver services, includingFI services. Under this model, the FI 
provides a rangeof supports to theself-directionparticipant. The FI mayserve as anemployer of record while the person 
served is the managing employer. Financial Management Services (Fiscal Intermediary) providers function as the entity 
that procures the goods and services for the individual and function as an Organized Health Care Delivery System 
(OHCDS).

The FI agency manages and directs the disbursement of funds in the budget, facilitate the employment of staff chosen by 
the participant bycompletingcriminalbackground checks and other employment related processes, processing timesheets 
and payroll, withholding and paying taxes, fiscal accounting and expenditure reporting for the person, representatives,
and state authorities.

Beginning with the 10/1/14 waiver renewal, theFI modelprovides a continuum of administrativeassistancefor the self-
directing participant, which at the extreme end represents either (a) basic fiscal management services (e.g., screening 
potential self-hired employees, acting as employer of record, and conducting documentation and accounting functions 
only), or (b) active co-management of all staff supports, purchases, and documentation required by the participant.
Participants, in conjunction with their Circles of Support, natural support systems, andsupportbrokers, determine the 
degree of administrative assistance they desire from their FI.

Through thetools describedabove, OPWDD is committed tocontinuing topromote participantdirection in the waiver-
funded services.

Appendix E: Participant Direction of Services 
E-1: Overview (2 of 13)

b. Participant Direction Opportunities. Specify the participant direction opportunities that are available in the waiver.
Select one:

Participant: Employer Authority. As specified in Appendix E-2, Item a, the participant (or the participant's 
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representative) has decision-making authority over workers who provide waiver services. The participant may 
function as thecommonlaw employer or the co-employer of workers. Supports and protections areavailable for 
participants who exercise this authority.
Participant: Budget Authority. As specified in Appendix E-2, Item b, the participant (or the participant's 
representative) has decision-makingauthorityover a budget for waiver services. Supports andprotectionsare 
available for participants who have authority over a budget.
Both Authorities. The waiver providesfor bothparticipant directionopportunities as specified in AppendixE-2. 
Supports and protections are available for participants who exercise these authorities.

c. Availability of Participant Direction by Type of Living Arrangement. Check each that applies:

Participant direction opportunities are available to participants who live in their own private residence or the 
home of a family member.

Participant direction opportunities are available to individuals who residein other livingarrangements where 
services (regardless of funding source) are furnished to fewer than four persons unrelated to the proprietor.
The participant direction opportunities are available to persons in the following other living arrangements

Specify these living arrangements:

Appendix E: Participant Direction of Services 
E-1: Overview (3 of 13)

d. Election of Participant Direction. Election of participant direction is subject to the following policy (select one):

Waiver is designed to support only individuals who want to direct their services.

The waiver is designed to afford everyparticipant (or the participant'srepresentative) the opportunity to 
elect to direct waiver services. Alternate service delivery methods are available for participants who 
decide not to direct their services.

The waiver is designed to offer participants (or their representatives) the opportunity to direct some or 
all of their services, subject to the following criteria specified by the state. Alternate service delivery 
methods are availableforparticipants who decide not to direct their services or do not meet the criteria.

Specify the criteria

Appendix E: Participant Direction of Services 
E-1: Overview (4 of 13)

e. Information Furnished to Participant. Specify: (a) the information about participant direction opportunities (e.g., the 
benefits of participant direction, participant responsibilities, and potential liabilities) that is provided to the participant (or 
the participant's representative) to inform decision-makingconcerning the electionof participant direction; (b) theentity or 
entities responsible for furnishing this information; and, (c) how and when this information is provided on a timely basis.

People who live in certified residences(IndividualResidentialAlternatives (IRAs), Community Residences (CRs) or 
Family Care Residences, may self-direct their non-residential services. IRAs and CRs contain one to fourteen 
bedrooms and Family Care Residences contain one to four bedrooms.



Draft Waiver Amendment 10-01-2023                                                                                                          Page 199 of 370

3/27/2023

Every individual who seeks services from OPWDD is informed of the opportunity to self -direct their services and is 
encouraged to explore these opportunities through the new standardized OPWDD entry point to services, called the
"Front Door." In addition, all individuals who receive services through the OPWDD Home and Community Based 
Services (HCBS) waiver must have access to care management services (See Appendix D for more information on care 
management). Care Managers assure that participants have the information necessary to make informed choices regarding 
the supports available to them, including self-direction services, and helps ensure the participant's personal choices are 
incorporated into the waiver supports and services chosen to meet their needs. This includes the use of natural and
generic community supports as well as paid supports. The FIDA-IDD is required to provide education regarding self-
direction to all enrollees in their managed care plan.

For individuals seeking more control and authority over their supports and services or individuals seeking an alternative 
to traditionalprovider-managed services, theCare Manager willcontinuethe education that beginsat the front door about 
OPWDD participant-directed service options. The OPWDD HCBS waiver offers participant-direction options, with 
varying degrees of participant employer authority and/or participant budget authority. Individuals may choose to 
participant-direct some or all of their waiver services.

Multiple written resources and videos are available to assist individuals to understand participant-directed options. The 
Care Manager assists in connectingparticipants to thelocal regionaloffice Self-DirectionLiaison for further information. 
Self-Direction Liaisons offer self-direction sessions to individuals and their families that provide detailed information on 
the benefits for self-directing, the responsibilities and liabilities, and how to get started if they are interested. These 
sessions are offered regionally about once a month. In addition, the Self-Direction Liaisons will also have one-on-one 
sessions if requested by an individual. The Care Manager may also connect the participant with a local Self-Advocacy 
Coordinator.

It is through one of these resources that individuals begin to understand the many responsibilities of full participant -
direction (e.g., staff recruitment, hiring, scheduling, supervising, anddischargingworkers;plan development, budget 
management, and documentation requirements). If a participant continues to be interested in pursuing self -directed 
service options, it is the role of the Circle of Support, which includes theCare Manager andbroker, and theRegional 
Self-Direction Liaison to help the participant determine the degree to which he/she wants to direct services and help 
him/her identify the most appropriate supports and services to self-direct.

OPWDD's website and theSelf-AdvocacyAssociationof New York State (SANYS) website havea plethora of resources 
to inform current participants self-directing services and those who may be interested in self-directing services in the 
future.

Appendix E: Participant Direction of Services 
E-1: Overview (5 of 13)

f. Participant Direction by a Representative. Specify the state's policy concerning the directionof waiver services bya 
representative (select one):

The state does not provide forthe direction of waiverservices by a representative. 

The state provides for the direction of waiver services by representatives.

Specify the representatives who may direct waiver services: (check each that applies):

Waiver services may be directed by a legal representative of the participant.

Waiver services maybe directed by a non-legal representative freelychosenby an adult participant. 
Specify the policies that apply regarding the direction of waiver services by participant-appointed 
representatives, including safeguards to ensure that the representative functions in the best interest of the 
participant:
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A) Waiver services are participant-directedwhen theindividual receiving theservices: is an adult who is 
capable and willing to make informed choices and manage the self-directed options.

B) Waiver services are directed by a designee of the participant when the individual receiving services is:

a . a capable adult whohas designated another adult who is capable andwilling to makeinformedchoicesand 
manage the waiver services for the participant; or
b. a capable adult whohas designatedanother adult who is capable andwilling to makeinformedchoicesand 
manage the waiver services for the participant, and the participant has given the other adult a power of attorney 
to make informed choices and manage the waiver services for the participant.

C)Waiver Services are directed by the guardian of the individual receiving services. The guardian’s decisions 
and actionsshallafford the individual thegreatestamount of independence and self-determinationwith respect 
to waiver services andserviceplanning, in light of the individual’s functional limitations, and personalwishes, 
preferences and desires. A guardian will act in this capacity when the individual receiving services:
a. is an adult whom a courtof competent jurisdiction has determined is incapable of making informedchoices 
and for whom such court has appointed a guardian who is a natural person to make informed choices regarding 
waiver services; or
b. is a minor whoseparents(s) or guardian is an adult capable of making informedchoices regardingwaiver 
services; or
c. is a  minor
i. whose parent(s) or guardian is capable; but
ii. has designated another adult to make informed choices regarding waiver services; and
iii. the other adult is capable and willing to make informed choices regarding waiver services.

Some of the responsibilities of thelegalguardianand/or theidentifiedadult, on behalf of theparticipant 
include:
(a) recruiting staff;
(b) making recommendations for staff selection and discharge of staff;
(c) managing the staff schedule; and
(d) identifying whenandonwhat schedule thehabilitationactivities identified in the individual's Plan willbe 
addressed.
(e) determining staff salary if the person has self-hired staff and budget authority

During the planning stages for self-direction, a Care Manager identifies safeguards that need to be in place to 
ensure that the best interests of the individual are met.

In OPWDD’s service system, it is assumed thateveryone has the ability and theright to direct his/her services. 
OPWDD authorizes waiver services as part of the Front Door process and if, based on these intake/assessment 
activities, it is established that a person is unable to communicate choice, understand information, comprehend 
consequences of decisions, and unable to compare options, the person may designate a representative who can 
act on the person’s behalf. If there is no person to act as a representative, the person will be directed to other 
service options. Once the person is engaged in self-direction, the freely chosen circle of support is developed 
with people who arewilling and able toassist the person in developing a serviceplan that is appropriate for the 
person. The Care Manager and broker, if there is one, assist in the development of the circle of support.

Appendix E: Participant Direction of Services 
E-1: Overview (6 of 13)

g. Participant-Directed Services. Specify theparticipant directionopportunity (or opportunities) available for eachwaiver 
service that is specified as participant-directed in Appendix C-1/C-3.

Waiver Service Employer Authority Budget Authority

Respite
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Fiscal Intermediary

Waiver Service Employer Authority Budget Authority

Community Transition Services

Community Habilitation

Individual Directed Goods and Services

Live-in Caregiver (42 CFR §441.303(f)(8))

Supported Employment (SEMP)

Fiscal Intermediary (FI)

Support Brokerage

Appendix E: Participant Direction of Services 
E-1: Overview (7 of 13)

h. Financial Management Services. Except in certain circumstances, financial management services are mandatory and 
integral to participantdirection. Agovernmentalentity and/or another third-partyentitymustperform necessary financial 
transactions on behalf of the waiver participant. Select one:

Yes. Financial Management Services are furnished through a third partyentity. (Complete item E-1-i). 

Specify whether governmental and/or private entities furnish these services. Check each that applies:

Governmentalentities 

Private entities
No. Financial Management Services are not furnished. Standard Medicaid payment mechanisms are used. Do
not complete Item E-1-i.

Appendix E: Participant Direction of Services 
E-1: Overview (8 of 13)

i. Provision of FinancialManagement Services. Financialmanagementservices (FMS) maybe furnishedas a waiver 
service or as an administrative activity. Select one:

FMS are covered as the waiver servicespecified in AppendixC-1/C-3 

The waiver service entitled:

FMS are provided as an administrative activity.

Provide the following information

i. Types of Entities: Specify the types of entities that furnish FMS and the method of procuring these services:

Non-profitorganizations thatare HCBS waiver authorizedas anFI agencymayfurnishFMS. Approvedagencies 
have Medicaid provider agreements, and must adhere to all applicable tax, labor and other law related to 
employment. For individuals who self-direct with budget authority, Financial Management Services (Fiscal 
Intermediary) providers function as theentity thatprocures the goods and services for the individualand function 
as an Organized Health Care Delivery System (OHCDS).

When a person makesanapplication for self-directed services, theRegionalOffice provides informationabout 
approved FIs in his or her region among which the person may choose.
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ii. Payment for FMS. Specify how FMS entities are compensated for the administrative activities that they perform:

iii. Scope of FMS. Specify the scope of the supports that FMS entities provide (check each that applies):

Supports furnished when the participant is the employer of direct support workers:

Assist participant in verifying support worker citizenship status 

Collect and process timesheets of support workers

Process payroll, withholding, filingand payment of applicablefederal, state and local employment-
related taxes and insurance
Other

Specify:

Supports furnished when the participant exercises budget authority:

Maintain a separate account for each participant's participant-directed budget

Track and report participant funds, disbursements and the balanceof participant funds 

Process and pay invoices for goods and services approved in the service plan

Provide participant with periodicreports of expenditures and the status of the participant-directed 
budget
Other services and supports

Specify:

Additional functions/activities:

Execute and hold Medicaid provideragreements as authorized under a written agreement with the 
Medicaid agency

Receive and disburse funds for the payment of participant-directed services under an agreement 
with the Medicaid agency or operating agency

Provide otherentities specified by the state with periodic reports of expendituresand the status of 
the participant-directed budget
Other

Specify:

iv. Oversight of FMS Entities. Specify the methods that are employed to: (a) monitor and assess theperformanceof 
FMS entities, including ensuring the integrity of the financial transactions that they perform; (b) the entity (or 

FIs are compensated through a monthly fee for service.

The FI is the employer of recordon behalf of theparticipants whoself-direct pending thedevelopment 
of an option for individuals or their families to act as a common law employer. The FI ensures that 
criminal background checks are performed for each person the participant is interested in hiring.



Draft Waiver Amendment 10-01-2023                                                                                                          Page 203 of 370

3/27/2023

entities) responsible for this monitoring; and, (c) how frequently performance is assessed.

FIs are closely monitored by the Regional Office, the participant, their family and the Care Manager. At a 
minimum, the participant, family andCare Manager will review the FI performance at eachsemi-annual review of 
the plan of care (Life Plan).

The FI agency performs fiscal accounting and provides regular expenditure reports to the participant, and others
as identified by the individual, tracking and reporting participant funds, disbursements and the balance of 
participant funds, and providing OPWDD with reports of expenditures and the detailed status of the participant-
directed budget when requested. FI agencies are closely monitored by the OPWDD Regional Office staff, the 
participant, their family and the Care Manager. At a minimum, the participant, the circle of support and Care 
Manager will review the FI performanceat the time of the Semi-annual review of theplan of care (Life Plan). The 
participant has the opportunity to express satisfaction with the fiscal performance of the FI during regular 
planning team meetings and Life Plan reviews or at any time there is a  concern.

In addition, OPWDD uses the NCI survey(self-directedsupports section) to assess satisfaction with self-directed 
services. This section of theNCI surveyreviews whether a personcanmakechangesto their budgetandservices 
when needed; whether there is someone to assist the person in how to use their budget and services; whether the 
person receives information on how much money is left in their budget; and other related questions.

The Division of Quality Improvement (DQI) reviews all service providers for regulatory complianceandquality 
of care.

Certified cost reports are reviewed annually.

After 10/1/14, services are billed to eMedNY as Self-Directedservices usingseparately identified ratecodes and 
FIs will no longer perform a reconciliation. Therefore FIs bill only for those goods and services that are in the 
approved self-direction budget and do not bill Medicaid until there has been expenditures for those approved 
goods and services.

OPWDD and the OMIG have a jointaudit plan whichensurescoverage of allwaiver servicesincludingany 
services that are self-directed (as described in Appendix I-1).

OPWDD's Office of Audit Services (OAS), in conjunction with OMIG will develop anaudit program(s) to audit 
the new self-directed services billed through Fiscal Intermediaries (FI) and all existing waiver services (that FI 
are to be claiming) are already being audit by OAS.

Appendix E: Participant Direction of Services 
E-1: Overview (9 of 13)

j. Information and Assistance in Support of Participant Direction. In addition to financial management services, 
participantdirection is facilitatedwhen information andassistance are available to supportparticipantsin managing their 
services. These supports may be furnished by one or more entities, provided that there is no duplication. Specify the 
payment authority (or authorities) under which these supports are furnished and, where required, provide the additional 
information requested (check each that applies):

Case Management Activity. Information andassistance in support of participant directionare furnishedas an 
element of Medicaid case management services.

Specify in detail theinformation andassistancethat arefurnished throughcasemanagement foreachparticipant 
direction opportunity under the waiver:



Draft Waiver Amendment 10-01-2023                                                                                                          Page 204 of 370

3/27/2023

Waiver Service Coverage.
Information and assistance in support of

participantdirection are provided through thefollowing waiver servicecoverage(s) specified in AppendixC-1/C-3 
(check each that applies):

Participant-Directed Waiver Service Information and Assistance Provided through this Waiver Service Coverage

Residential 
Habilitation

Day Habilitation

Intensive 
Behavioral Services

Prevocational 
Services

Respite

Vehicle 
Modifications

Community 
Transition Services

Community 
Habilitation

Individual
Directed Goods and Services

Live-in Caregiver
(42 CFR §441.303(f)(8))

Pathway to 
Employment

Environmental
Modifications (Home Accessibility)

Supported 
Employment (SEMP)

Assistive
Technology - Adaptive Devices

Family Education 
and Training

Fiscal 
Intermediary (FI)

Support Brokerage

Administrative Activity. Information and assistance in support of participantdirection are furnishedasan 
administrative activity.

Care management is the vehicle that drives all HCBS services including self -directed service options. Every 
individual who receives services through the HCBS waiver must have access to care management. Care 
management services are designed to assist individuals to gain access to needed waiver services, state plan, and 
other appropriate supports regardlessof the fundingsource. Care Managers provideinformationon the supports and 
services available throughOPWDD so participants canmake informed choices on the serviceoptions that bestmeet 
their needs and that will enable them to live as independently as possible in the community.

A primary responsibility of the Care Manager is to maintain and update the Life Plan and ensure that approved 
supportsandservicesare delivered, regardless of participant-directionor traditionalprovider-managedservices, and 
to help determine whether the participant is satisfied with their participant-directed services. Through these 
processes, theCare Manager provides information andassistance in supportof the services the personreceives. The 
Care Manager acts as a link between the Regional Office and the participant and their Circle of Support. The Care 
Manager must notify the Regional Office Self-Direction Liaison of issues involving the participant’s dissatisfaction 
as well as issues that maycompromise healthandsafety andobstacles thatprevent theparticipant’s plan from being 
fully implemented.
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Specify (a) the types of entities that furnish these supports; (b) how the supports are procured and compensated; (c) 
describein detail the supports thatare furnished for eachparticipantdirectionopportunity under the waiver; (d) the 
methods and frequency of assessing the performance of the entities that furnish these supports; and, (e) the entity or 
entities responsible for assessing performance:

Appendix E: Participant Direction of Services 
E-1: Overview (10 of 13)

k. Independent Advocacy (select one).

No. Arrangements have not been made for independent advocacy.

Yes. Independent advocacy is available to participants who direct their services.

Describe the nature of this independent advocacy and how participants may access this advocacy:

Appendix E: Participant Direction of Services 
E-1: Overview (11 of 13)

l. Voluntary Termination of Participant Direction. Describe how the state accommodates a participant who voluntarily 
terminates participant direction in order to receive services through an alternate service delivery method, including how 
the stateassures continuityof services andparticipant healthandwelfare during thetransition from participantdirection:

Appendix E: Participant Direction of Services 
E-1: Overview (12 of 13)

The first level of independent advocacy available in participant-directed services stems from the participant's freely 
chosen planning team (or Circle of Support) whose members are natural supports to the participant and assist in 
ensuring that approvedsupportsandservices are delivered. Planning Team members often provide temporary, short-
term back up supports if needed.

Individuals utilizing participant-directed services continue to receive care management (Health Home Care 
Management or Basic HCBS Plan Support). The Care Manager is a required member of the Planning Team. A 
primary responsibility of theCare Manager is to ensure thatapproved supports andservices aredelivered, regardless 
of participant-direction or traditional provider-managed services, and to help determine whether the participant is 
satisfied with their participant-directed services. The Care Manager acts as a link between the Regional Office and 
the participant and their Planning Team. The Care Manager must notify the Regional Office Self -Direction Liaison 
of issues involving the participant's dissatisfaction as well as issues compromising health & safety and obstacles 
preventing the participant's plan from being fully implemented.

If an individual is not pleased with theperformance of the FI, he/shecan contact people in his/her circle of support 
or Care Manager for assistance in resolvingany issues. If necessary, theRegionalOffice staff is available to assist, 
or the person can contact the OPWDD Hotline to register a complaint with Central Office.

Individuals may choose at any time to terminate their self-directed service options. This process is facilitated through the 
Care Manager or the support broker. A period of at least 30 days is requested to allow the FI to appropriately discharge 
staff andnotifyanycontractedserviceproviders. The CareManager willwork with the participant toensure continuityof 
service provision and health and safety.
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m. Involuntary Termination of Participant Direction. Specify the circumstances when the state will involuntarily 
terminate the use of participant directionandrequire theparticipant to receive provider-managed services instead, 
including how continuity of services and participant health and welfare is assured during the transition.

Appendix E: Participant Direction of Services 
E-1: Overview (13 of 13)

n. Goals for Participant Direction. In the following table, provide thestate's goals for eachyear that the waiver is in effect 
for the unduplicated number of waiver participants who are expected to elect each applicable participant direction 
opportunity. Annually, the state will report to CMS the number of participants who elect to direct their waiver services.

Table E-1-n

Employer Authority Only Budget Authority Only or Budget Authority in Combination 
with Employer Authority

Waiver
Year Number of Participants Number of Participants

Year 1 19799

Year 2 24947

Year 3 25543

Year 4 26118

Year 5 26643

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant Direction (1 of 6)

a. Participant - EmployerAuthorityComplete when thewaiver offers the employer authorityopportunityas indicated in 
Item E-1-b:

i. Participant Employer Status. Specify the participant's employer status under the waiver. Select one or both:

Participant/Co-Employer. The participant (or theparticipant's representative) functionsas the co-employer 
(managing employer) of workers who provide waiver services. An agency is the common law employer of 
participant-selected/recruited staff and performs necessary payroll and human resources functions. Supports 
are available to assist the participant in conducting employer-related functions.

Specify thetypes of agencies (a.k.a., agencies with choice) that serve as co-employers of participant-selected 
staff:

In situations where participant-direction is through employer authority or a co-management model with a provider 
agency, the Co-Management Memorandum of Understanding contains a section for discontinuation of the self -directed 
services. This can be promptedby either theparticipant or the provider agency. In the event that it is the provider agency 
who is requesting the discontinuation of self-direction, theprovider agencywillcontinueto providetraditional (non-self-
directed) supports to the participant. If appropriate, the participant will work with their Care Manager to secure 
alternative services.

In situationswhere participant-direction is supportedbyanFI, the FI may choose to involuntarily terminatea participant 
who has demonstrated a history of non-compliance with service delivery, budget authority, and/or documentation 
compliance. TheFI mustdemonstrateefforts undertaken to assist theparticipant in addressing theseissues. Theseefforts 
include written notification of pending termination if the issues are not addressed within a minimum 30 day timeframe. 
This notification must also be sent to the participant’s Care Manager who will work with the participant to secure 
alternative participant-directed or traditional services.
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Participant/Common Law Employer. The participant (or the participant's representative) is the commonlaw 
employer of workers who provide waiver services. An IRS-approved Fiscal/Employer Agent functions as the 
participant's agent in performing payroll and other employer responsibilities that are required by federal and 
state law. Supports are available to assist the participant in conducting employer-related functions.

ii. Participant Decision MakingAuthority. Theparticipant (or the participant's representative) has decision making 
authority over workers who provide waiver services. Select one or more decision making authorities that 
participants exercise:

Recruit staff

Refer staff to agency forhiring (co-employer) 

Select staff from worker registry

Hire staff common law employer 

Verify staff qualifications
Obtain criminal history and/or background investigation of staff

Specify how the costs of such investigations are compensated:

Specify additional staff qualifications based on participant needs and preferences so long as such 
qualifications are consistent with the qualifications specified in Appendix C-1/C-3.

Specify the state's method to conduct background checks if it varies from Appendix C-2-a:

Determine staff duties consistent with the service specifications in Appendix C-1/C-3. 

Determine staff wages and benefits subject to state limits
Schedule staff

Orient and instruct staff in duties 

Supervise staff
Evaluate staff performance

Verify timeworked by staff and approvetime sheets 

Discharge staff (common law employer)

Dischargestaff from providingservices (co-employer) 

Other

Specify:

Non-profit entities may serve as co-employers.

Provide or arrange for anynecessary training/assistance as requestedby the participantandCircle of Support 
members.

Ensure thatall staff have received Incident Reporting trainingprior to the start of employment. This training 
is available through the FIs.
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Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (2 of 6)

b. Participant - Budget Authority Completewhen the waiver offers thebudgetauthority opportunityas indicated in Item E-
1-b:

i. Participant Decision MakingAuthority. Whenthe participant hasbudgetauthority, indicate thedecision-making 
authority that the participant may exercise over the budget. Select one or more:

Reallocate funds among services included in the budget

Determine the amount paid for serviceswithin the state's established limits 

Substitute service providers
Schedule the provision of services

Specify additional service provider qualifications consistent with the qualifications specified in 
Appendix C-1/C-3

Specify how services are provided, consistent with the servicespecifications contained in Appendix C-
1/C-3

Identify service providers and refer for provider enrollment 

Authorize payment for waiver goods and services

Review and approveprovider invoices forservices rendered 

Other

Specify:

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (3 of 6)

b. Participant - Budget Authority

ii. Participant-Directed Budget Describe in detail the method(s) that are used to establish the amount of the 
participant-directedbudget for waiver goods andservices over which theparticipanthas authority, includinghow 
the method makes use of reliable cost estimating information and is applied consistently to each participant. 
Information about these method(s) must be made publicly available.

Identify providers he or she no longer wants to work with and refer for provider dis-enrollment.

Monitor monthly expenses to ensure that spending levels are consistent with the approved annual budget.
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A resource allocation, called a Personal Resource Account (PRA), is established for each participant. The PRA 
represents a target amount of resources available to the participant for the cost of the supports and services they 
need. The budget for a  self-direction participant is limited to the maximum PRA based on ISPM score, which is 
outlined in Addendum A of this amendment. Participants may not budget for more than the maximum PRA 
amount and the FI will not be reimbursed for services and supports that are above the maximum. 

 
Personal Resource Account (PRA) values were developed by linking participant characteristics and need for 
services to the actual Medicaid billings for a  reference group over one calendar year. The process evolved in 
several steps: 

 
-The focus was mainly on persons receiving waiver services from voluntary providers. However, for comparison 
purposes, community ICF residents served by voluntary agencies were also included. In total, 20,595 consumers 
met the selection criteria. 

 
-Medicaid expenditures were obtained for residential and day services billed in the specified calendar year. 
Miscellaneous services not clearly falling into either category were equally divided between residential and day 
services. For persons receiving HCBS, IRA Residential Habilitation or At Home Residential Habilitation, and 
State Plan Personal Care Service, billings for personal care services were obtained. 

 
-For each person identified above, data were drawn from OPWDD's Developmental Disabilities Profile (DDP) 
Information System. Specifically, the DDP provides three summary measures of skills and needs: Adaptive (0 - 
500), Health/medical (0-31) and Challenging Behavior (0-200), where low scores indicate low needs (high skills) 
and high scores indicate high 
needs (low skills). Based on extensive OPWDD research on personal resource consumption, the DDP Adaptive 
and Health scores were further combined into a Direct Support score (0-136), where low scores indicate low 
direct (hands-on) support needs and high scores indicate high direct support needs. (see chart below) 

 
After preliminary analyses, the Direct Support Scores were cut into levels forming eight roughly equal-sized 
groups and the Challenging Behavior Scores were cut into four levels forming roughly equal-sized groups. These 
two variables were the basis of assigning persons to selected groupings for cost analysis purposes. (see chart 
below) 

 
Direct Support Levels Scoring Range Challenging Behavior Levels Scoring Range 

 
1 0 to 17.61 1 0 to 3.99 
2 17.62 to 23.53 2 4.00 to 25.66 
3 23.54 to 29.30 3 25.67 to 69.32 
4 29.31 to 35.62 4 69.33 to 200.00 
5 35.63 to 43.06  
6 43.07 to 52.84 
7 52.85 to 68.54 
8 68.55 to 136.00 

 
-Personal resource allocation target amounts were then established by analyzing the variations in Medicaid 
residential and day billings by the DDP ability levels. However, before the analyses were undertaken, the lowest 
and highest 2.5 percent of the billings in each category were trimmed to reduce the influence of extremely low 
and high expenditure cases. 

 
-The final Personal Resource Account target values are based upon persons receiving waiver residential services 
and day habilitation services in non-profit organizations. ICF and Clinic service recipients were included for 
comparison purposes only. 

 
PRAs are then further refined based on the age of the person and his or her certified residential status. Individuals 
who live in certified residential settings may choose to direct their day services (not their residential services), and 
therefore, the PRA is reduced to reflect only the person’s day service needs. Also, children living at home may 
self-direct (or family-direct) their services, but the PRA is also reduced to reflect their status as a minor, 
dependent child and a recipient of services through the school. 
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Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (4 of 6)

b. Participant - Budget Authority

iii. Informing Participant of Budget Amount. Describe how the stateinforms eachparticipantof the amountof the 
participant-directed budget and the procedures by which the participant may request an adjustment in the budget 
amount.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (5 of 6)

b. Participant - Budget Authority

iv. Participant Exercise of Budget Flexibility. Select one:

Modifications to the participant directed budget must be preceded by a change in the service plan.

The participant has the authority to modify the services included in the participant directed 
budget without prior approval.

Specify how changes in the participant-directed budget are documented, including updating the service plan. 
When prior review of changes is required in certain circumstances, describethe circumstancesandspecify the 
entity that reviews the proposed change:

Additionally, individuals who qualify for the “Special Population Funding” rate (e.g., an individual who has been 
discharged from a morerestrictiveresidential settingsuch as a developmentalcenter as described in Addendum A 
to this waiver) has an adjusted PRA which is set at a  higher rate that is designed to provide additional supports 
required to assist an individual transitioning to a less restrictive setting.

This information is available to Support Brokers assisting individuals who choose participant-directionvia the 
Regional Office Self-Direction Liaison and is available to the public upon request.

Participants whochooseto direct their services can get information on their PRA target value from their Regional 
Office Self Direction Liaison or their Support Brokerage Services agent at the beginning of the planning process. 
Participants are given a target value based on historical costs of individuals with similar service needs. These are 
only meant to be, as stated, a targeted value. A person’s budget can be less than or equal to the target value, but 
cannot exceed the target value. Through the person-centered planning process, the person defines their own 
specific needs and with the assistance of the support broker designs their self-direction budget.

Participants can also request to change any aspect of their self-directed service plan and budget during the 
implementation phase to achieve evolvingpersonalgoals andvaluedoutcomes, and to prevent institutionalization.
There are two set opportunities to make changes to the service plan and budget yearly plan (through 9/30/14) or 
the Self Direction Budget (after 10/1/14) which align with the semi-annual reviews of the Life Plan.
Individuals areafforded an immediateopportunity to requesta change to their budget if circumstances occur that 
imminently threaten the life, safety and/or welfare of the participant. Participants are assisted through these 
change processes by their support broker and/or their local Regional Office Self-Direction Liaison.

A participanthas a right to a Fair Hearingona denial, terminationor reductionof a self-direction budget, as long 
as the budget amount the person is requesting does not exceed the target value. A request to exceed the budget 
target amount is not a fair hearable issue.
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Appendix E: Participant Direction of Services 
E-2: Opportunities for Participant-Direction (6 of 6) 

 

b. Participant - Budget Authority 
 

v. Expenditure Safeguards. Describe the safeguards that have been established for the timely prevention of the 
premature depletion of the participant-directed budget or to address potential service delivery problems that may be 
associated with budget underutilization and the entity (or entities) responsible for implementing these safeguards: 

 
 

There are a number of safeguards and other resources designed to prevent the premature depletion of the 
participant-directed individualized budget as well as to address potential problems related to service delivery. 

 
The main function of Support Brokers is to assist the participant to manage his/her self-direction budget. Support 
brokers review monthly expenditure reports with the participant to ensure that monthly expenses are appropriate. 
Circles of Support (the Support Broker is a member) act as a primary safeguard as well. Circles are required to 
meet regularly as part of the Support Broker service standard, but will meet as often as the participant requires to 
assist with staffing, scheduling, risk management and other issues. Other areas of support include: 

 
--continual identification of revised or emerging valued outcomes and the supports needed to address them; 
--on-going planning and maintenance of the self-directed budget; 
--budgeting for emergency back-up support if needed; 
--review of individualized budget expenditure reports to ensure that available resources remain adequate to meet 
approved services and supports; 
--assistance in ensuring that risk, responsibilities, and consequences are understood and adhered to and that 
safeguards are revised, if needed, to adequately address needs, and; 
--helping to ensure that health and safety concerns are immediately identified and addressed. 

 
The participant may also identify a Circle member as their his/her liaison or authorized designee to the Fiscal 
Intermediary (FI) agency for issues related to the co-management of his or her self-directed direction budget. 

 
A core function of FI Services is to develop and implement an accounting and information system to track and 
report participant-directed support funds, labor expenses, and non-labor expenses. The FI makes payments based 
on a current, approved budget which outlines the annual costs the participant will incur and how these costs will 
be paid over the course of the year. The FI must ensure that there are sufficient funds available within the 
individual’s budget to make the necessary payments. 

 
The FI must develop a mechanism to identify those participants who incur expenses in excess of expected 
spending or those participants who are significantly under-utilizing their allotted funds. Either circumstance must 
immediately be reported to the participant (or authorized designee where appropriate) and to the local OPWDD 
office. The FI must also generate detailed expenditure reports to individuals and others as identified by the 
individual. These reports must be customized, as appropriate to their intended audience, to ensure that participants 
and members of their Circle of Support can understand them. 

 
The participant will work with his or her Support Broker and Circle of Support to determine the need to revise the 
self-direction budget. 

 
An FI checklist, which highlights the general responsibilities of the FI, is shared with all individuals using FI to 
self-direct services. On-going training is also provided to all parties on their roles and responsibilities. 

 
In order to prevent a conflict of interest, the Regional Office reviews self-direction budgets and confirms the 
services/purchases are utilized through self-direction. 
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Appendix F: Participant Rights 
Appendix F-1: Opportunity to Request a Fair Hearing 

 
The state provides an opportunity to request a  Fair Hearing under 42 CFR Part 431, Subpart E to individuals: (a) who are not 
given the choice of home and community-based services as an alternative to the institutional care specified in Item 1-F of the 
request; (b) are denied the service(s) of their choice or the provider(s) of their choice; or, (c) whose services are denied, 
suspended, reduced or terminated. The state provides notice of action as required in 42 CFR §431.210. 

Procedures for Offering Opportunity to Request a Fair Hearing. Describe how the individual (or his/her legal representative) 
is informed of the opportunity to request a fair hearing under 42 CFR Part 431, Subpart E. Specify the notice(s) that are used to 
offer individuals the opportunity to request a Fair Hearing. State laws, regulations, policies and notices referenced in the 
description are available to CMS upon request through the operating or Medicaid agency. 

 
 

The Regional Office Director designee notifies the individual and his/her guardian or involved family member of the right to 
request a fair hearing. The Notice of Decision (NOD) explains the agency's decision (e.g., denial or termination of HCBS 
enrollment) and offers the individual the opportunity to appeal the decision. It also includes the name and telephone number of a  
Regional Office staff person who can answer any questions the individual may have about the NOD and agency 
action. Instructions on how to request a fair hearing are included in the NOD. The instructions also explain how the individual 
can continue to receive current services during the pendency of the appeal. 

 
Individuals request a  fair hearing by contacting the Office of Administrative Hearings, New York Office of Temporary Disability 
and Assistance (NYS OTDA) within sixty days from the date of the NOD. 

 
The NODs are sent to the individual, his/her guardian or involved family member, as well as his/her service/care coordinator. A 
copy of the notice is kept at the Regional Office. NYS OTDA notifies OPWDD when a fair hearing has been requested by or on 
behalf of the individual. 

 
For individuals enrolled in the HCBS Waiver and enrolled in the Fully Integrated Duals Advantage for Individuals with 
Intellectual and Developmental Disabilities (FIDA-IDD) demonstration, appeal systems will be required to comply with 42 CFR 
438, Article 44 of New York PHL, applicable New York State regulations and the requirements outlined in the FIDA-IDD 
Three Way Contract. 

 
Individuals enrolled in the FIDA-IDD can appeal any update to or reauthorization of the Life Plan (LP) or an action taken by the 
FIDA-IDD Plan related to Covered Items or Services. There are four levels of the appeals process for individuals enrolled in the 
FIDA-IDD. Level one appeal is an initial appeal to the FIDA-IDD Plan. An Appeal of the Plan’s action can be requested by the 
individual/guardian or designee and must be requested within sixty days from the date of the Coverage Determination Notice 
(CDN). The CDN explains the Plan’s decision and any decision that is not wholly in the individuals favor is automatically sent 
to the states Integrated Administrative Hearing Office (IAHO), NYS OTDA for a fair hearing, this serves as level two appeal. If 
the IAHO decision is not in the individual's favor, the individual can appeal that decision to the Medicare Appeals Council 
(MAC). The individual/guardian or designee can request a  MAC through the IAHO within sixty days of the adverse decision by 
the IAHO. A MAC appeal serves as level three appeal. If there is an adverse decision by the MAC the individual can appeal to 
the Federal District Court which serves as level four appeal. 

 
 

People with developmental disabilities will also be able to seek assistance from OPWDD and/or an independent advocate of their 
choice or the Independent Consumer Advocacy Network (ICAN) to assist them to navigate the grievance/appeals process 
through the FIDA-IDD when the person is dissatisfied with services and/or believes he or she should receive a service that the 
FIDA-IDD Plan has not provided to them. 

 
Medicaid Fair Hearing requirements will continue to be applicable as the last step in the grievance process. 

 

Appendix F: Participant-Rights 
Appendix F-2: Additional Dispute Resolution Process 

 

a. Availability of Additional Dispute Resolution Process. Indicate whether the state operates another dispute resolution 
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process thatoffers participants the opportunity to appealdecisions thatadversely affect their services while preserving 
their right to a Fair Hearing. Select one:

No. This Appendix does not apply
Yes. The state operates an additional dispute resolution process

b. Description of AdditionalDispute Resolution Process. Describe the additionaldispute resolution process, including: (a) 
the state agency that operates the process; (b) the nature of the process (i.e., procedures and timeframes), including the 
types of disputes addressed through the process; and, (c) how the right to a Medicaid Fair Hearing is preserved when a 
participant elects to make use of the process: State laws, regulations, and policies referenced in the description are 
available to CMS upon request through the operating or Medicaid agency.

OPWDD regulations provide for an internal dispute resolution process (14 NYCRR Section 633.12). This process 
requires providers of service to offer informal dispute resolution for an individual's objection to the adequacy of his/her 
plan of care, and for provider initiated changes related to reduction, suspension or discontinuance of Home and 
Community-Based waiver services. Objections may also be made by guardians, family members, advocates, Care 
Managers or a MentalHygiene LegalService (MHLS) on an individual’s behalf. An individual is advisedof theprocess 
to resolve objections to services upon enrollment in the HCBS waiver program and as changes occur. A provider must 
give the individual written notification when such provider proposes a reduction, suspension or withdrawal of waiver 
services.

If the provider and individual are unable to reach agreement, Regional Office staff will be asked to assist in resolving the 
issues. Ultimately, the OPWDD Commissioner may appoint a hearing officer to resolve outstanding issues. Individuals 
who use the process at 14NYCRR Section633.12are told they mayrequesta fair hearingat any time when theobjection 
results from a determination made by OPWDD. The dispute resolution mechanism under Part 633.12 is not a pre-
requisite or substitute for a Fair Hearing.

Objections to service plans may be raised at any time. The provider of service is required to inform the individual of the 
process and the timelines to be followed. When a 633.12 hearing is requested by an individual (or other appropriate 
party), following the informal resolution process, OPWDD contacts the parties within 14 days to schedule a mutually 
convenient time to hold the hearing. While the objection is pending, the provider maynot reduce, suspend, or discontinue 
the HCBS Waiver service at issue, unless agreed to by both parties. Requests for expedited hearings may be made to the 
Commissioner based on a need to prevent immediate risk to the health and safety of the person or others. The hearing 
officer's recommendation to the Commissioner is sent to the parties within 2 weeks of the conclusion of the hearing. The 
parties have 14 days to submit replies and the Commissioner issues a final decision within 14 days of receipt of the 
replies.

For individuals who are denied waiver services or whose waiver services are discontinued because they are determined 
not to have a qualifying developmental disability, individuals are notified in writing that they may request (1) a face to 
face meetingwith staff involved in the determination; (2) requesta Third StepReview of thedetermination bya Central 
Office committee of psychologists; and/or (3) request a fair hearing. A formal notice of decision with fair hearing rights 
is included with the notification. The individualmayrequestone, two or all three of the options. Neither the meetingnor 
the Third Step Review is a prerequisite or substitute for the fair hearing.

See answer to question F-1 describing the appeal process applicable to individuals enrolled in the FIDA-IDD Plan.

Appendix F: Participant-Rights
Appendix F-3: State Grievance/Complaint System

a. Operation of Grievance/Complaint System. Select one:

No. This Appendix does not apply
Yes. The state operates a grievance/complaint system that affordsparticipants the opportunity to register 
grievances or complaints concerning the provision of services under this waiver
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b. Operational Responsibility. Specify the state agency that is responsible for the operation of the grievance/complaint 
 

system: 
 
 

 

c. Description of System. Describe the grievance/complaint system, including: (a) the types of grievances/complaints that 
participants may register; (b) the process and timelines for addressing grievances/complaints; and, (c) the mechanisms that 
are used to resolve grievances/complaints. State laws, regulations, and policies referenced in the description are available 
to CMS upon request through the Medicaid agency or the operating agency (if applicable). 

 
 

For individuals enrolled in the HCBS Waiver and the FIDA-IDD demonstration, the grievance systems will be required 
to comply with 42 CFR 438, Article 44 PHL, applicable New York State regulations and as outlined in the FIDA-IDD 
Three Way Contract. Article 44 PHL requires a review of grievance procedures prior to a certificate of authority being 
issued by New York State. The FIDA-IDD will be required to track all grievances received (oral or written grievances), 
and these grievance tracking logs will be required to be made available to OPWDD and DOH upon request. New York 
State will perform a review of grievances for multiple purposes, including but not limited to, as part of the State's 
required quality strategy, as a quality outcome indicator, and to assess responsiveness of the FIDA-IDD. 

 
For all People First Waiver services delivered through the FIDA-IDD demonstration, the NYS grievance system is 
available for use by all People First Waiver Enrollees. The NYS Grievance System comports with regulations in Subpart 
F of 42 CFR Part 438 and applies to an "expressions of dissatisfaction" by enrollees. A grievance is filed and decided at 
the FIDA-IDD Plan level. All grievances must be filed within 60 calendar days of the incident or whenever there  is 
dissatisfaction. 

 
Grievances that can be immediately decided (same day) to the individual/guardian or designee’s satisfaction do not need 
to be responded to in writing. The FIDA-IDD is required to document the grievance and decision, and log and track the 
grievance and decision for quality improvement purposes. If the grievance cannot be decided immediately (same day), 
the FIDA-IDD must decide if grievance is expedited or standard. 

 
Expedited and Standard Grievances 
Grievances must be decided and notification provided as fast as member's condition requires, but no more than: 
Expedited: 
Upon paper review within 24 hours 
• If the grievance involves the Plan’s decision to invoke an extension on an organizational decision; or 
• If the Plan refuses to grant an expedited review of an organizational determination; or 

 
• 48 hours from receipt of all necessary information, but no more than 7 calendar days from the receipt of the grievance. 
Standard: 
Within 30 calendar days of the FIDA-IDD plan receiving a written or oral grievance. 

 
Grievance decisions are communicated to the individual/guardian or designee by the Grievance Decision Notice (GDN). 
If the individual/guardian or designee is not satisfied with the Plan’s decision they can file an external grievance. The 
external grievance is reviewed by an organization that is not connected to the Plan. The individual can file an external 
grievance with Medicare or NYS Department of Health. 

 
In NYS, a provider, enrollee, or an enrollee’s authorized representative can file a complaint with the State at any time. A 
complaint does not have to be filed with the plan before it can be f iled with the State. The FIDA-IDD Plan is required to 
send individuals a series of notices upon receipt of a grievance/appeal. These notices explain in detail, the appeals and 
grievance processes, including information on the individual’s appeal will be au to-forwarded to the Integrated 
Administrative Hearing Office (IAHO) for review. This information describes that the person continues to have the right 
to a Fair Hearing. 

 

Appendix G: Participant Safeguards 

The grievance system is operated by the NYS Department of Health, the lead Medicaid Agency. The lead Medicaid 
Agency will work with OPWDD to address any grievances registered by individuals with IDD who are enrollees in the 
People First Waiver or are served by the FIDA-IDD demonstration. 
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Appendix G-1: Response to Critical Events or Incidents

a. Critical Event or Incident Reportingand Management Process. Indicate whether the state operates CriticalEventor 
Incident Reportingand Management Process thatenables thestateto collect information on sentinelevents occurring in 
the waiver program.Select one:

Yes. The state operates a CriticalEvent or Incident Reportingand Management Process (completeItems b 
through e)
No. This Appendix does not apply (do not complete Items b through e)
If the statedoes notoperate a CriticalEvent or IncidentReportingandManagementProcess, describe theprocess that 
the state uses to elicit information on the health and welfare of individuals served through the program.

b. State Critical Event or Incident Reporting Requirements. Specify the types of critical events or incidents (including 
alleged abuse, neglect and exploitation) that the state requires to be reported for review and follow-up action by an 
appropriate authority, theindividuals and/or entities thatare required to report suchevents and incidentsand the timelines 
for reporting. State laws, regulations, and policies that are referenced are available to CMS upon request through the 
Medicaid agency or the operating agency (if applicable).

OPWDD has a rigorous and comprehensivesystem for identifying, reporting, and investigating incidents and reports of 
abuse, and for assuring appropriate corrective actions to protect individuals receiving services from harm. OPWDD 
Regulations (14 NYCRR Part 624 and 625) provide the foundation for OPWDD's incident management system.

Criticaleventand incident reporting requirements are the same for childrenandadults whoreceiveOPWDD HCBS 
Waiver services. OPWDD's incident management system applies to all individuals enrolled in the OPWDD HCBS 
Waiver.

Part 624 specifies the standards for identifying, reporting, investigating, reviewing, and following-up on all reportable 
incidents including reports of abuse, significant incidents and notable occurrences under the auspices of an agency. Part 
625 specifies standards for events and situations not under the auspices of an agency. These regulations apply to all 
OPWDD operated, certified, sponsored or funded facilities, programs, and services. All providers of service must have a 
system thatcomplies with Part 624andPart625 includingappropriatepolicies andprocedures thataddress all regulatory 
components and one or more Incident Review Committees to review and monitor reportable incidents of abuse/neglect, 
significant incidents, and notable occurrences.

Part 624 outlines categories of incidents that must be recorded, reported and investigated: 1. Reportable Incidents that 
include abuse and neglect including physical, sexual and psychological abuse, deliberate inappropriate use of restraints, 
aversive conditioning, obstruction of reporting of reportable incidents, unlawful use or administration of a controlled 
substance and neglect; 2. Reportable Significant Incidents that include situations such as conduct between individuals 
receiving services, seclusion, unauthorized use of time out, medication errors with adverse effects, inappropriate use of 
restraints, missingpersons, chokingwith a knownrisk and self-abusive behavior with injury; 3. Serious Notable Incidents 
that include injury, unauthorized absence, death choking with no known risk, theft or financial exploitation, ICF 
violations and sensitive situations. Part 625 events and situations not under the auspices of an agency require notification 
to OPWDD. Part 625 events and situation include physical, sexual and emotional abuse, active passive and self -neglect, 
financial exploitation, death and other for events/situations that an agency may want to report to OPWDD.

Specific details on thetypes of incidents that fall into eachof thesecategories are outlined in Part 624 and 625 
regulations.

Reporting requirements for various types of incidents are outlined in Parts 624 and 625. Reportable incidents, including 
all reports of abuse and neglect, significant incidents, and serious notable occurrences must be reported to OPWDD 
immediately and then subsequently entered into the Incident Report and Management Application (IRMA), OPWDD's
web baseddata base. Immediate protective measuresmust beput in place toprotect theperson(s) served. In addition, for 
facilities operated or certified by OPWDD, agencies must report all reportable incidents to the Vulnerable Persons 
CentralRegister (VPCR) operatedby the New York State Justice Center for the Protectionof People with SpecialNeeds 
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(The Justice Center). 
 

When services are provided by State Direct Support Professionals, employees are removed from all contact with 
participants in all instances of suspected abuse/neglect that would potentially result in seeking termination of an 
employee if substantiated. If evidence being collected leads OPWDD to reasonable belief that the allegation will be 
substantiated, the employee is suspended pending termination. 

 
All reportable incidents and notable occurrences must be investigated. This is completed by the provider agency at which 
the incident occurred and must meet the OPWDD regulations to assure a thorough and independent investigation. For all 
abuse/neglect in state operations, OPWDD’s Office of Investigations and Internal Affairs or The Justice Center will 
complete the investigation. In all cases, the investigator must prepare an investigative report using the Required 
Investigative Report format. Effective June 30 2013, with the implementation of the Protection of People with Special 
Needs Act (PPSNA), the Justice Center may assume responsibility for the investigation of certain incidents or 
occurrences. 

 
In all cases, the investigator must prepare an investigative report using the Required Investigative Report format. All 
reports of abuse or neglect must include a finding of substantiated or unsubstantiated. Current investigators in the 
OPWDD system must view the New York State Justice Center for the Protection of People with Special Needs OPWDD 
State Oversight Agency Investigator Training prior to completing an investigation of a Reportable Incident or Serious 
Notable Occurrence as well as any other OPWDD required training. 

 
The investigative report is submitted to the agency's Incident Review Committee. The Incident Review Committee 
assures that the agency has taken necessary corrective and protective actions; determines whether additional measures are 
necessary; determines whether the agency reporting/review was adequate; identifies trends and makes recommendations 
to the director of the agency for improvements. The provider agency where the incident occurred is further required to 
take appropriate action to minimize the potential for recurrence of the incident and similar incidents. 

 
OPWDD has developed criteria for when OPWDD certified investigators will assume responsibility for, or closely 
monitor the conduct of investigations in the voluntary sectors. For deaths which occur during the provision of services by 
State staff, which may involve abuse/neglect, there is a  clear “arm’s length” separation of the individuals involved in an 
incident and those investigating the incident. State Direct Support Professionals report to the Deputy Commissioner of 
the Division of Service Access, Program Implementation & Stakeholder Support Regional Field Office. Deaths are 
reported by State staff through the IRMA system; the Director of the Office of Investigations and Internal Affairs (OIIA) 
reports directly to the Commissioner. Any instance of abuse/neglect related to a death is investigated by the Justice 
Center in any state operated or voluntary operated certified setting. This independent chain of command allows 
investigations to be conducted independent of conflicting interests. 

 
The reporting agency is always responsible for remediation. The review of incident reporting systems is a component of 
the OPWDD Division of Quality Improvement’s annual routine survey activity for all service providers, including HCBS 
waiver providers. In addition to assessing the overall quality and effectiveness of the provider’s incident management 
system, DQI reviews the provider’s investigations and follow up activities. DQI surveyors also review program 
communication logs, medical records, and interview staff and individuals served to ensure that all incidents were reported 
as required. Effective 1/1/2015, corrective action plans are required of the provider agency if any recommendations for 
improvement are identified; submitted into IRMA and reviewed by OPWDD Incident Management Unit staff to ensure 
that the corrective action plan is adequate. 

 
The New York State Justice Center for the Protection of People with Special Needs, provides an additional level of 
oversight and reports directly to the Office of the Governor. Investigators assigned to the Justice Center are responsible 
for conducting investigations or providing oversight and monitoring of serious abuse/neglect and deaths as defined in 
legislation. Justice Center legislation requires that the director of every agency provide feedback regarding the agency’s 
corrective action response to incidents falling under the purview of the Justice Center. IRMA includes a page on which 
the agency director indicates their approval of the corrective action plan by checking specific actions and certifying the 
activities. The Justice Center has access to IRMA to review this information. 

 
OPWDD IMU implemented a system for IMU staff to review each correction action plan that is submitted by providers. 
If a  corrective action plan is not adequate, IMU will to return it to the provider and work with the provider agency until 
an adequate corrective action plan has been submitted. Each corrective action plan must also include documentation of 
each corrective action. This is also reviewed during site visits by OPWDDs Bureau of Program Certification. 
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 OPWDD requires both state operated and voluntary providers of services to submit the full investigative record for incidents 
of deaths. 

 
Providers enrolled in the Fully Integrated Duals Advantage for Individuals with Intellectual and Developmental 
Disabilities (FIDA-IDD) Plan will follow same incident management protocols currently required by OPWDD in Part 624 
and 625 regulations. 

 

c. Participant Training and Education. Describe how training and/or information is provided to participants (and/or 
families or legal representatives, as appropriate) concerning protections from abuse, neglect, and exploitation, including 
how participants (and/or families or legal representatives, as appropriate) can notify appropriate authorities or entities 
when the participant may have experienced abuse, neglect or exploitation. 

 
 

All staff who provide services in the OPWDD system must be trained annually by the provider agency in identifying an 
incident of abuse, their responsibility to report, and how to do so. In addition, OPWDD requires that all staff are trained 
annually in Promoting Positive Relationships. 

 
Upon employment or initial volunteer, contract, or sponsorship arrangements, and annually thereafter, an agency will 
provide the agency's policies and procedures on incident management to agency employees, interns, volunteers, 
consultants, contractors, and family care providers. 

 
Custodians with regular and substantial contact in facilities and programs operated or certified by OPWDD, must read 
and sign annually the Code of Conduct adopted by the Justice Center. 

 
Custodians are defined as a party that meets one of the following criteria: (1) a director, operator, employee, or volunteer 
of an agency; or (2) a  consultant or an employee or volunteer of a  corporation, partnership, organization, or governmental 
entity that provides goods or services to an agency pursuant to contract or other arrangement that permits such party to 
have regular and substantial contact with individuals receiving services; or (3) a  family care provider; or (4) a  family care 
respite/substitute provider. 

 
OPWDD ensures participant training and education in a  variety of ways. OPWDD has developed informational brochures 
and seminars for participants and families/advocates. This information is made available at provider agencies, OPWDD 
Regional Offices, family support and self-advocacy meetings, and through OPWDD's website. In addition, the Division 
of Quality Improvement has conducted numerous state-wide trainings on the requirements for incident management. 
These trainings are open to all providers of services. OPWDD has issued numerous guidance documents to providers of 
services throughout the past year. 

 
OPWDD also operates a toll-free information line to provide information and referral services and to receive complaints. 
All complaints are immediately referred from the information line to OPWDD District Offices and to the Division of 
Quality Improvement for review and investigation. In addition, the OPWDD Division of Quality Improvement reviews 
that all staff of provider agencies have received the required training. 

 
For all reportable incidents and notable occurrences, OPWDD requires agencies to provide telephone notice to one of the 
following: a person’s guardian, a parent, spouse or adult child within 24 hours. However, the agency shall not provide 
such notice to any party if the person receiving services is a  capable adult who objects to such notification being made or 
if the guardian, parent, spouse or adult child is the alleged abuser. 

 
If the person does not have a guardian, parent, spouse or adult child, and the person is a  capable adult, the agency 
provides notice to the person receiving services; otherwise, the agency provides notice to the person's advocate or 
correspondent. 

 

d. Responsibility for Review of and Response to Critical Events or Incidents. Specify the entity (or entities) that receives 
reports of critical events or incidents specified in item G-1-a, the methods that are employed to evaluate such reports, and 
the processes and time-frames for responding to critical events or incidents, including conducting investigations. 

 

Each provider in the OPWDD system is responsible for the investigation of critical events/incidents. For all reportable 
incidents, including reports of abuse and neglect and notable occurrences the investigation must begin immediately. The 
investigator is assigned by the agency's CEO or designee. 
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OPWDD's centralized Office of Investigations and Internal Affairs (OIIA) ensures the independence of investigations and 
the standardization of processes and outcomes in state-operated programs. 

 
The OIIA takes responsibility for the conduct of certain investigations of allegations and/or incidents reported to have 
occurred in voluntary agencies either at the request of the voluntary agency or at the direction of OPWDD administration. 
The OIIA utilizes specific criteria for when OPWDD certified investigators will assume responsibility for or closely 
monitor the conduct of investigations in the voluntary sector. 

 
As noted previously, OPWDD must be notified immediately of reportable incidents and serious notable occurrences. The 
OPWDD Incident Management Unit evaluates each incident and ensures that protections are put in place and are 
adequate. All incidents which may constitute a crime are reported to law enforcement. OPWDD regulations and guidance 
documents require notification to law enforcement whenever there is a  report of physical or sexual abuse, whenever a 
potential crime has been committed by a “custodian” against an individual receiving services, and when the provider feels 
it is warranted. The regulations also direct providers to notify 911 for all emergency situations. 

 
Final Investigative Reports must be completed in the format required by OPWDD no later than 30 days after the incident 
occurred or was discovered, unless the agency has been granted an extension after review of the circumstances. 

 
Once the investigator completes the investigation and a report is submitted, the incident review committee accepts the 
investigation as complete or identifies additional investigative tasks which need to be completed. In the instance where 
the OPWDD OIIA or the Justice Center has completed the investigation, this is determined by the chain of command in 
that unit, or agency, not the incident review committee. The agency reporting the incident is always responsible for 
notification to outside entities. The Justice Center receives reports directly and also has access to IRMA and is able to 
view all incidents on a regular basis. The agency reporting the incident is also responsible for reporting to law 
enforcement. 

 
The Protection of People with Special Needs Act (PPSNA) has led to additional improvements in the oversight within the 
system. This legislation established the Justice Center, which is charged with the ultimate oversight of state agencies 
serving people with special needs. 
Implementation of the Justice Center will result in changes to the oversight structures described in this waiver 
application. 

 

e. Responsibility for Oversight of Critical Incidents and Events. Identify the state agency (or agencies) responsible for 
overseeing the reporting of and response to critical incidents or events that affect waiver participants, how this oversight is 
conducted, and how frequently. 
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OPWDD has centralized its oversight of critical incidents and events. All oversight activities are assigned to OPWDD's 
Division of Quality Improvement. OPWDD’s Incident Management Unit (IMU) provides real time oversight of critical 
elements of incident management across the state. This unit reviews incidents that are reported to assure adequate 
measures are put in place to protect persons with disabilities, including required notifications to law enforcement where 
required. This is accomplished through the use of the Incident Report and Management Application (IRMA), which is a 
secure web-based statewide database. IRMA is used to ensure consistency in incident reporting and is used by State 
operations and non-profit providers in the OPWDD system. The OPWDD Incident Management Unit includes off hours 
staff to receivednotifications and provides technicalassistance toprovider agencies. BothVoluntaryProviders andState 
Operations Offices must notify the IMU of Reportable Incidents and Serious Notable Occurrences. Appropriate 
notifications to IMU are made by telephone for Reportable Incidents. Notification may be made by email for incidents 
that do not fall in the Reportable category.

All reportable incidents, including all abuse and neglect and serious notable occurrences must be reported to OPWDD 
immediately and the subsequently entered into the Incident Report and Management Application (IRMA), OPWDD's 
web based data base. In addition, immediate protective measures must be put in place to protect the person(s) served. 
OPWDD's Division of Quality Improvement (DQI) IncidentManagement Unit reviews each incident and protections put 
in place to ensure they are adequate. All incidents which may constitute a crime are reported to law enforcement. The 
OPWDD Incident Management Unit reviews every reportable incident including all abuse and neglect and serious 
notable occurrences.

As noted in d above, the OPWDD Officeof Investigations and InternalAffairs has developed criteria for whenOPWDD 
certified investigators will assume responsibility for or closely monitor the conduct of investigations in the voluntary 
sector. This criteria is available upon request from CMS.

The OPWDD Statewide Committee on Incident Review (SCIR) reviews data on incident reports and disseminates best 
practices and guidance based on this review to assist in the management and prevention of incidents. SCIR reviews 
regulations and develops policy documents that provide clear directions to service providers regarding regulatory 
requirements. SCIRdesigns and delivers trainingprograms andother materials to promote safetyawareness and incident 
prevention strategies. SCIR also publishes FAQs on the OPWDD website in response to stakeholder questions.

The review of incident reporting systems is a component of DQI's annual routine survey activity for all service providers, 
including HCBS waiver providers. In addition to assessing the overall quality and effectiveness of the providers’ incident 
management systems, DQI reviews the provider's investigations and follow up activities. DQI surveyors also review 
program communication logs, medical records, and interview staff and individuals served toensure that all incidents were 
reported as required. Corrective actions are required of the provider agency if any deficiencies are identified.

Appendix G: Participant Safeguards
Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions (1 of 
3)

a. Use of Restraints. (Select one): (For waiver actions submitted before March 2014, responses in Appendix G-2-a will 
displayinformation for bothrestraints andseclusion. For most waiver actions submittedafter March2014, responses 
regarding seclusion appear in Appendix G-2-c.)

The state does not permit or prohibits the use of restraints

Specify thestateagency (or agencies) responsible for detecting the unauthorized useof restraintsandhow this 
oversight is conducted and its frequency:

The use of restraints is permitted during the courseof the deliveryof waiverservices. Complete Items G-2-a-i 
and G-2-a-ii.

i. Safeguards Concerning the Use of Restraints. Specify the safeguards that the state has established
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concerning the use of each type of restraint (i.e., personal restraints, drugs used as restraints, mechanical 
restraints). State laws, regulations, and policies that are referenced are available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable). 

 

In some cases, persons with developmental disabilities may require the use of interventions aimed at 
developing new adaptive behaviors; maintaining, increasing, or maximizing existing adaptive behaviors; or 
ameliorating maladaptive behaviors. Such interventions should emphasize positive approaches in modifying 
behavior, focus on teaching new behaviors, and provide persons with the skills needed to enhance their 
everyday functions and quality of life. 

 
OPWDD requires that the use of positive approaches which are consistent with standards of professional 
practice always be the preferred method for addressing maladaptive or inappropriate behavior. However, 
OPWDD recognizes that positive approaches alone may not always be effective and it may also be necessary 
to incorporate approaches that are considered restrictive and/or intrusive into a behavior management plan to 
address such behavior. 

 
For situations where circumstances necessitate the use of restraints, OPWDD has issued policy guidance on 
their appropriate use. Through this document, OPWDD limits the use of interventions to medication, 
physical interventions, time-out, and mechanical restraining devices; the inappropriate use of any of these 
interventions requires submission of an incident report and investigation by the provider and/or by OPWDD. 
Seclusion, as defined in our state regulations is prohibited by OPWDD. 

 
The Person-Centered Behavioral Intervention regulations (14 NYCRR Section 633.16) were promulgated on 
1/1/13 with an effective date of 4/1/13. The Person-Centered Behavioral Intervention regulations can be 
found on the OPWDD website. 

 
OPWDD's policy and guidance documents pertaining to Behavior Management recommend that any 
behavior plans that incorporate the use of restrictive interventions require multiple levels of review (i.e. 
Behavior Management/Human Rights Committee) and must include effective safeguards to ensure the safety 
of the program participants. These safeguards include: 

 
* A program planning team assigned by the provider agency which assesses the needs of the participant 
and ensures that the participant's behavioral plan is primarily based on positive approaches to behavior 
support and management, and only includes restrictive interventions when these interventions are clinically 
necessary and appropriate. All plans are developed or written by staff (the Behavioral Intervention Specialist 
or BIS) who have specialized training or experience in assessment techniques and development of behavioral 
support plans. In addition, any plan which includes a restrictive/intrusive intervention must be developed 
under the supervision of an appropriately licensed professional (e.g. licensed psychologist). The BIS assesses 
the antecedent, behavior, and consequences as part of completing the functional behavioral assessment prior 
to developing the behavioral support plan. The review is conducted on at least a semi-annual basis, or more 
frequently as needed. 

 
* A committee created by the provider agency specifically to protect the rights of a person with DD, which 
reviews all participant behavior plans that include restrictive interventions. The committee can sanction 
clinically appropriate plans, or refuse to sanction proposed behavior management plans if the included 
interventions are considered to be too restrictive or intrusive. If the committee sanctions the intervention, the 
committee establishes a sanctioned time period 
(not to exceed one year) during which the intervention can be utilized and is considered authorized. 

 
* Appropriate record keeping methods which maintain the participant specific behavior management plan. 
This plan must include a description of the behavior that justifies the need for the intervention along with 
what positive approaches have been utilized. The plan must have been developed by a program planning 
team, approved by the review committee, and have an effective time-frame. When applicable, informed 
consent documentation should be included in the records. 

 
The guidance documents outline specific rules regarding general use and emergency use for each of the 
restraints. For example: 
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* Physical intervention can only be used by those who have been trained in, and show a mastery of the 
Strategies for Crisis Intervention and Prevention-Revised (SCIP-R) physical intervention techniques or 
Positive Relationships Offer More Opportunities To Everyone (PROMOTE) physical intervention 
techniques. The use of SCIP-R or PROMOTE physical intervention is limited to circumstances when a  

 

participant's behavior creates an unacceptable risk of physical harm to self or others. Any injury must be 
reported under the incident reporting criterion outlined in 14 NYCRR Part 624. SCIP-R related activities are 
monitored by Master Trainers employed by OPWDD. 

 
 

The PROMOTE curriculum is primarily focused on supporting individuals with I/DD in living a richer and 
fuller quality of life through person-centered and positive behavior supports. The program is further 
structured to support individuals during times of stress or when otherwise vulnerable, provide staff additional 
tools to safely respond during a behavioral crisis and to create an overall positive culture where teams work 
effectively together. 
 
PROMOTE is a replacement for the Strategies for Crisis Intervention and Prevention-Revised (SCIP-R) 
curriculum and guidelines in those agencies who have OPWDD approval to use the PROMOTE curriculum. 
PROMOTE educates staff to provide ongoing person-centered supports to avoid or de-escalate challenging 
situations. The PROMOTE Primary Tools are designed to assist staff in the prevention of challenging 
behaviors using positive behavior supports. However, some challenging behaviors pose an immediate health 
and safety risk to self or others and may require use of physical interventions/PROMOTE Secondary Tools 
when other less restrictive interventions are not effective or appropriate to the situation .  
 
The SCIP-R curriculum supports staff awareness of the needs of persons with developmental disabilities and 
methods of preventing crises. Because of this approach, direct care staff can only be certified when they have 
completed a minimum of 17 hours of SCIP-R training.  
If staff are trained in restrictive physical interventions (e.g. take downs and floor holds), they must also be 
trained in basic first aid and cardiopulmonary resuscitation in order to be certified in PROMOTE or SCIP-R 
to use such techniques. Eventually PROMOTE will replace the SCIP-R curriculum (see state oversight 
responsibility below and the QI Timeline section for more info on PROMOTE). 

 
* OPWDD guidance documents define time out as a separate item from seclusion; OPWDD guidance 
prohibits the use of seclusion. The OPWDD definition of time out clearly states that the participant would be 
free to leave the time out area except for the direct and continuous action of the staff monitoring the 
participant. Time out requires constant auditory and visual monitoring of the participant, and the staff 
member must release the participant from the time out room once the participant is calm but no longer than 
one hour after the participant entered the time out room. Time out must be included in the behavioral plan of 
the participant prior to utilization by staff. 

 
* Use of psychotropic drugs to manage or control behavior or to treat a  diagnosed psychiatric condition 
requires a physician's order for the specific participant and it must be included in the participant's behavioral 
plan prior to utilization. In addition, informed consent for each psychotropic medication must be obtained in 
writing prior to starting the medication. The only time this consent may be overridden is in circumstances 
where the participant's behavior constitutes an immediate, significant danger to the participant or others, 
when the participant is engaging in destructive conduct in the facility posing a significant risk to self or 
others, or when in a physician's judgment, an emergency exists creating an immediate need for the 
administration of such medication. These medications may only be administered by individuals who meet the 
criteria established under 14 NYCRR Part 633.17. 

 
* The use of Mechanical Restraining Devices also requires a physician's order for the specific device and it 
must be included in the participant's behavioral plan prior to utilization by staff unless in the physician's 
judgment an emergency exists creating an immediate need for use of the device to ensure health and safety of 
the participant. Additional monitoring and review criteria are required if mechanical devices are used to 
manage maladaptive behaviors, or are used for medical purposes. Emergency use is not permitted for waiver 
participants. Aversive conditioning is not allowed within the OPWDD service system. 

 
Mechanical restraining devices which may be used without specific OPWDD approval are listed in 14 
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NYCRR Section 633.16 (j)(4). The items listed in the regulation are considered a type of 
restrictive/intrusive intervention if these items are being used for behavioral control purposes. As such, the 
use of these items would require informed consent as well as review and approval by the Behavior 
Plan/Human Rights Committee. The use of mechanical restraining devices must be spelled out in the 
person's behavioral support plan which is developed by the program planning team. As noted above, 
mechanical devices can only be incorporated into a behavior support plan if specifically ordered by a 
physician. 

 
Additional protections pertaining to the use of restraint and seclusion are required under 14 NYCRR Part 
624, which provides the standards for incident reporting when participants are injured or any circumstance 
where restraints are used to immobilize a participant. Under Part 624, incidents which  must be reported as 
reportable or serious reportable incidents include any unauthorized, inappropriate or unnecessary use of 
personal/physical interventions (PROMOTE/ SCIP-R), time out, mechanical restraint, or aversive 
conditioning. Seclusion, which is prohibited by OPWDD is considered a form of abuse, and must always be 
reported as a serious incident. 

 
Also under Part 624, the use of aversive conditioning without appropriate permission is considered abuse. 
Under the regulation, this includes, but is not limited to the use of the technique for convenience, as a 
substitute for programming, or for disciplinary/punishment purposes. 

 
The provider agency in which the incident occurred is responsible for recording, reporting, and conducting 
the initial investigation of incidents. The OPWDD Incident Management Unit (IMU) receives initial 
reports of all incidents required in accordance with the Part 624 regulations. Each report is reviewed by an 
assigned staff member commonly referred to as an Incident Compliance Officer. The Incident Compliance 
Officer secures any required information and refers the incident to appropriate staff for comprehensive 
follow up. 

 
In accordance with Part 624, every provider must have one or more standing committees to review and 
monitor Reportable Incidents including abuse/neglect, Significant Incidents, and Notable Occurrences. 
The standing committee must ascertain whether incidents were reported, managed, investigated, and 
documented in accordance with regulations and that necessary and appropriate corrective actions were 
taken to protect individuals. The standing committees are also responsible to review and monitor 
investigation procedures (when completed by the provider agency's investigators); monitor trends in 
incidents and recommend appropriate corrective, preventive, and/or disciplinary action to safeguard 
against recurrences; and to monitor implementation of their recommendations for appropriate safeguards 
and improvements to the incident management system. 
 

 

ii. State Oversight Responsibility. Specify the state agency (or agencies) responsible for overseeing the use of 
restraints and ensuring that state safeguards concerning their use are followed and how such oversight is 
conducted and its frequency: 
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OPWDD is the State agency responsible for overseeing the use of restraints by service providers. OPWDD 
employs numerous levels of review and oversight to ensure the safety of participants. 

 
OPWDD's Division of Statewide Services (SWS), provides oversight at the highest level by developing 
guidance documents on the acceptable and unacceptable use of restraints and promulgating any changes in 
regulation. SWS also ensures that agency practices are in keeping with national trends. SWS collaborates 
with other state agencies as needed to maintain consistency where appropriate with restraint practices, 
monitoring and oversight, documentation, and trending. 

 
SWS also develops and implements the SCIP-R and PROMOTE curricula and training. The group updates 
and revises the curriculum as warranted based on information gleaned from national trends in behavior 
management, review of statewide incidents and trends, and the solicitation of feedback from the field 
regarding participant needs and agency needs. SWS also partners with the Division of Administration to 
oversee utilization and implementation of the curricula by regularly meeting with Master Trainers employed 
by OPWDD Regional Offices. 

 
OPWDD requires all employees, volunteers, and family care providers in the OPWDD system receive 
annual training on promoting positive relationships, incidents/abuse reporting, and abuse prevention. 
OPWDD has implemented statewide training to reinforce the principles of respect, dignity, and professional 
ethics for all people served. In addition, OPWDD has developed the PROMOTE curriculum, which is 
designed to emphasize the importance of positive relationships and proactive measures to prevent 
challenging behaviors. The PROMOTE training has been rolled out to OPWDD Master Instructors, 
Instructor Trainers, and Instructors and to the clinical staff and direct support professionals in OPWDD state-
operated programs. This training is now incorporated into the new employee orientation training for all direct 
support professionals and supervisors working in state-operated programs. The PROMOTE curriculum will 
eventually replace the existing SCIP-R curriculum across both state operations and the not-for-profit 
provider network. 

 
Finally, SWS reviews all Part 624 reportable incidents regarding the use of restraints, to ensure that policy 
and training materials appropriately incorporate information and trends learned from this review, including 
appropriate safety. 

 
SWS developed a database and tracking system to collect data on the use of restrictive interventions on a 
statewide basis (i.e., the Restrictive Intervention Application (RIA Effective July 30, 2012, SWS issued 
policy guidance to the field which outlined the appropriate safeguards, levels of administrat ive review and 
reporting requirements necessary for protecting the physical health and safety of individuals when SCIP-R 
or PROMOTE restrictive personal/physical interventions are used as part of a behavior plan or in an 
emergency to address challenging behaviors that pose a risk of harm to self or others. This guidance also 
implemented the requirement of all providers to report the use of SCIP-R or PROMOTE restrictive physical 
interventions into a new database and tracking system within five days of the occurrence. This database will 
interface with the Incident Report and Management Application (IRMA) used for all reports of abuse. 

 
OPWDD Division of Quality Improvement (DQI) provides statewide oversight through annual surveys of all 
certified programs and HCBS waiver provider agencies. The DQI surveyors review the provider's 
investigations and follow up activities. The surveyors also review program communication logs, medical 
records, and interview staff and individuals served, among other things, to ensure that all incidents were 
reported as required and appropriate individual and/or systemic corrective actions were taken. If any survey 
deficiencies are identified, corrective action plans are required of the provider agency. 

 
 The Incident Reporting Management Application (IRMA), is OPWDD’s statewide web-based incident 
management system. This system is used by all provider agencies to report incidents, specify follow up and 
investigation activity and other real time information that enables more efficient reporting and follow up 
activity and trend analysis by type of incident, locations, etc. and over time, results in the deployment of 
system-wide remediation strategies. This is overseen by OPWDD’s Incident Management Unit (IMU) 
within the Division of Quality Improvement. 

 
If an incident results in the death of a participant, OPWDD's Incident Management Unit is notified and the 
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Appendix G: Participant Safeguards
Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions (2 of 
3)

b. Use of Restrictive Interventions. (Select one):

The state does not permit or prohibits the use of restrictive interventions

Specify thestateagency (or agencies) responsible for detecting the unauthorized useof restrictive interventions and 
how this oversight is conducted and its frequency:

The use of restrictive interventions is permitted during the course of the deliveryof waiverservices Complete 
Items G-2-b-i and G-2-b-ii.

i. Safeguards Concerning the Use of Restrictive Interventions. Specify the safeguards that the state has in 
effect concerning the use of interventions that restrict participant movement, participant access to other 
individuals, locations or activities, restrict participant rights or employ aversive methods (not including 
restraints or seclusion) tomodifybehavior. Statelaws, regulations, andpolicies referenced in the specification 
are available to CMS upon request through the Medicaid agency or the operating agency.

OPWDD regulations in 14 NYCRR 633.4 outline the rights that are intended to establish the living and/or 
program environment that protects individuals and contributes to providing an environment in keeping with 
the community at large, to the extent possible, given the degree of the disabilities of such individuals. The 
regulations clarify that certain rights may need to be adapted to meet the needs of certain persons with the 
most severe handicaps and/or persons whose need for protection, safety and health care will justify such 
adaption. These regulations also state that it is the responsibility of the agency/facility or the sponsoring 
agency to ensure that rights are not arbitrarily denied. Limitations of client rights must be on an individual 
basis, for a specific periodof time, andfor clinicalpurposes only. Freedom from physicaland psychological 
abuse; freedom from corporal punishment; freedom from the unnecessary use of mechanical restraining 
devices; and freedom from unnecessary or excessive medication are rights specifically outlined in these 
regulations.

NYS regulationscategorize the violationof a person’s civil rights as a form of abuse andare considered to 
endanger the physical or emotional wellbeing of the participant; therefore, all reports of abuse must be 
reported in writing to the Incident Management Unit.

In accordance with Part 624, every provider must have one or more standing committees to review and 
monitor reports of abuse andother incidents. Thestandingcommitteemustascertain that incidentswere 
reported, managed, investigated, anddocumented in accordance with regulationsand that necessaryand 
appropriate corrective actions were taken to protect individuals. The standing committees are also 
responsible to monitor trends in incidents and recommend appropriate corrective, preventive, and/or 
disciplinary action to safeguard against recurrences; and to make and monitor implementation of 
recommendations for appropriate safeguards and improvements to the incident management system.

As in the case of incidents of unauthorized restraints, the provider agency is responsible for recording and 
reporting the initialof incident. OPWDD receivesinitial reports of all incidents required in accordancewith 
the Part 624 regulations and provides centralized oversight as appropriate.

ii. State Oversight Responsibility. Specify the stateagency (or agencies) responsible for monitoringand 

initial information is reviewed by RegisteredNurses who are part of the IMU . The NYS Justice Center for 
the Protection of People with Special Needs is also notified of all deaths occurring in all certified and state 
operated programs.
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overseeing the use of restrictive interventions and how this oversight is conducted and its frequency:
As in the case of physical restraints, OPWDD hasa multi-level review process for the useof rights-
limitations by provider agencies to control the behavior of participants in their programs.

OPWDD (DQI) provides statewide oversight through annual surveys of all certified programs and HCBS 
waiver provider agencies. The DQI surveyors specifically review records todetermineif any limitations were 
imposedon anyparticipant’s rights andensure that participants live free from abuseandneglect (14NYCRR 
633.2). If limitations were imposed, the surveyors verify that there is a  clinical justification for the limitation 
and a specific time period for which it is to remain in effect. The DQI surveyors also review the provider's 
investigations and follow up activities regarding reports of abuse.

The OPWDD Incident Management Unit oversees the providers by reviewing the investigations and 
outcomes for allPart 624 reports of abuse;andprovidesguidance regardinganyadditionalcorrectiveactions 
as needed. OPWDD State Operations Offices enter any reportable incidents into the IRMA system for 
tracking, status review, and trend analysis.

Finally, BBCS reviews all Part 624 reportable incidents regarding the use of restraints, to ensure that policy 
and training materials appropriately incorporate information and trends learned from this review, including 
appropriate safety.

Appendix G: Participant Safeguards
Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions (3 of 
3)

c. Use of Seclusion. (Select one): (This sectionwillbe blank for waivers submittedbeforeAppendixG-2-c was added to 
WMS in March 2014, and responses for seclusion will display in Appendix G-2-a combined with information on 
restraints.)

The state does not permit or prohibits the use of seclusion

Specify thestateagency (or agencies) responsible for detecting the unauthorized useof seclusionandhow this 
oversight is conducted and its frequency:

Seclusion is prohibited by OPWDD and is considered a form of abuse and must always be reported as a serious 
incident under Part 624 of NYS regulations. OPWDD guidance regulations define time out as a separate item from 
seclusion. OPWDD guidance prohibits the use of seclusion (see section G-2-b above). OPWDD guidance does 
permit time out in certain limited circumstances, consistent with the behavioral plan of the individual. As discussed 
above in G-2 b, OPWDD regulations (14 NYCRRPart 633.16 “Person-Centered Behavioral Intervention”) describe 
safeguardsandrequire thatanybehavior support plans that incorporate the useof restrictiveinterventions (including 
rights limitations) require multiple levels of review (i.e. Behavior Plan/Human Rights Committee) and must include 
effective safeguards to ensure the safety of the program participants.

The OPWDD definition of timeoutclearlystates that theparticipant would be freeto leavethe time out area except 
for the direct and continuous action of the staff monitoring the participant. Time out requires constant auditory and 
visual monitoring of the participant, and the staff member must release the participant from the time out room once 
the participant is calm butno longer thanonehour after theparticipant entered the timeoutroom. Time out mustbe 
included in the behavior support plan of the participant prior to utilization by staff.

OPWDD is the Stateagency responsible for overseeing theuse of restraints byservice providers. OPWDD employs 
numerous levels of review and oversight to ensure the safety of participants.

OPWDD's Bureau of Behavior andClinicalSolutions (BBCS), provides oversight at the highest levelbydeveloping 
guidance documents on the acceptable and unacceptable use of restraints and promulgating any changes in 
regulation. This Bureau a lso ensures that agency practices are in keeping with national trends. The Bureau 
collaborates with other state agencies as needed to maintain consistency where appropriate with restraint practices, 
monitoring and oversight, documentation, and trending.
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As part of its ongoing efforts to prevent incidents and abuse, OPWDD regulations require all employees, volunteers, 
and family care providers in the OPWDD system receive annual training on promoting positive relationships, 
incidents/abuse reporting, and abuse prevention. OPWDD has implemented statewide training (the PRAISE 
Curriculum – Promoting Relationships and Implementing Safe Environments) to reinforce the principles of respect, 
dignity, and professional ethics for all people served. In addition, OPWDD has designed/developed the Positive 
Relationships Offer More Opportunities to Everyone (PROMOTE) curriculum, which is designed to emphasize the 
importance of positive relationships and proactive measures to prevent challenging behaviors. The PROMOTE 
training has been rolled out to OPWDD Master Instructors, Instructor Trainers, and Instructors and to the clinical 
staff and direct support professionals in OPWDD state-operated programs. This training is now incorporated into the 
new employee orientation training for all direct support professionals and supervisors working in state-operated 
programs. The PROMOTE curriculum will eventually replace the existing SCIP-R curriculum across both state 
operations and the not-for-profit provider network. 

 
Finally, BBCS reviews all Part 624 reportable incidents regarding the use of restraints, to ensure that policy and 
training materials appropriately incorporate information and trends learned from this review, including appropriate 
safety. 

 
BBCS utilizes a database and tracking systems to collect the use of restrictive interventions on a statewide basis 
known as the Restrictive Intervention Application (RIA). BBCS’ policy guidance outlines the appropriate 
safeguards, levels of administrative review and reporting requirements necessary for protecting the physical health  
and safety of individuals when SCIP-R or PROMOTE restrictive personal/physical interventions are used as part of 
a  behavior support plan or in an emergency to address challenging behaviors that pose a risk of harm to self or 
others. This guidance also implemented the requirement of all providers to report the use of SCIP-R or PROMOTE 
restrictive physical interventions into the new database and tracking system within five days of the occurrence. 
OPWDD's “Person-Centered Behavioral Intervention” regulations require that any use of a Time- out room in 
accordance with an individual’s behavior support plan be reported electronically to OPWDD in the form and format 
specified by OPWDD. This form and format is RIA. This database interfaces with the Incident Report and 
Management Application (IRMA) used for reports of abuse. 

 
OPWDD Division of Quality Improvement (DQI) provides statewide oversight through routine reviews of all 
certified programs and, HCBS waiver provider agencies that bill Medicaid directly either through the review of the 
provider and/or a sample of individuals in the waiver. The DQI surveyors review the provider's investigations and 
follow up activities. The surveyors also review program communication logs, medical records, and interview staff 
and individuals served, among other things, to ensure that all incidents were reported as required and appropriate 

individual and/or systemic corrective actions were taken. If any survey deficiencies are identified, corrective action    
plans are required of the provider agency. 

 
OPWDD has implemented a Statewide Incident Reporting Management System (IRMA) and has a centralized 
Incident Management Unit in DQI responsible to ensure that appropriate actions and safeguards have been taken for 
all incidents. This system is used by all State Operations Offices and provider agencies to report incidents, specify 
follow up and investigation activity and other real time information that enables more efficient reporting and follow 
up activity and trend analysis by type of incident, locations, etc. and over time, results in the deployment of system-
wide remediation strategies. 

 
If an incident results in the death of a  participant, OPWDD's Centralized Investigations Unit is notified and given the 
opportunity to review the situation. The NYS Justice Center for the Protection of People with Special Needs is also 
notified of all deaths. 

 
In addition, for individuals enrolled in managed care, care coordinators are mandated reporters, and therefore FIDA- 
IDD has a responsibility to ensure that an incident report is made and to review data on incidents involving their 
members and within their provider network and will be expected to include this review and actionable quality 
improvement strategies in the Quality Improvement/Performance Improvement Plan (QI/PI Plan). 
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The use of seclusion is permitted during the course of the delivery of waiver services. CompleteItems G-2-c-i 
and G-2-c-ii.

i. Safeguards Concerning the Use of Seclusion. Specify the safeguards that the state has established 
concerning the useof each type of seclusion. State laws, regulations, andpolicies that are referencedare 
available to CMS upon request through the Medicaid agency or the operating agency (if applicable).

ii. State Oversight Responsibility. Specify the state agency(or agencies) responsible for overseeing theuse of 
seclusion and ensuring that state safeguards concerning their use are followed and how such oversight is 
conducted and its frequency:

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administration (1 of 2)

This Appendix must be completed when waiver services are furnished to participants who are served in licensed or unlicensed 
living arrangements where a provider has round-the-clock responsibility for the health and welfare of residents. The Appendix 
does not need to be completedwhenwaiver participants are servedexclusively in their ownpersonalresidences or in thehomeof 
a family member.

a. Applicability. Select one:

No. This Appendix is not applicable (do not complete the remaining items)
Yes. This Appendix applies (complete the remaining items)

b. Medication Management and Follow-Up

i. Responsibility. Specify the entity (or entities) that haveongoing responsibility for monitoringparticipant 
medication regimens, the methods for conducting monitoring, and the frequency of monitoring.
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As per standard medical practice in New York State, the doctor prescribing a given medication has primary 
supervision over its use. Under the waiver program, Registered Professional Nurses (RNs) employed or 
contracted by the providers oversee the proper administration of medications to participants living in certified 
residential and non-residential settings. 

 
Under OPWDD Regulations (Title 14 NYCRR Part 633.17), each provider is required to develop its own policies 
and procedures relative to prescribed and over-the-counter medications relevant to its needs provided they meet 
the requirements outlined in regulation. For example, the policies must require that the agency provide medical 
and nursing supervision of the staff responsible for administering medication. These policies must be established, 
submitted, and reviewed by OPWDD prior to the provider receiving OPWDD approval to operate the service. 

 
Monitoring of medication regimes is done on a semi-annual basis, and can be done by an RN, physician, 
pharmacist or physician’s assistant. The review covers all types of medication, but is designed to ensure careful 
review of certain types of medications. This review includes an evaluation that: 
• The timing and dosage of medications is appropriate 
• Any Special Precautions are implemented– for example individuals on atypical antipsychotic medications 
must be regularly screened for hyperglycemia 
• Necessary consultation, lab-work and Physician appointments occur as needed 
• Contraindications and interactions for all medications are noted, including those created by simultaneous 
administration of medications 
• The effectiveness of each medication is evaluated 
• Recommendations are made to the prescriber as needed for issues / concerns with any of the above. 

 
Monitoring medication management can be done at a  frequency determined by the RN. During visits to the home, 
the RN will check the actual medications and the area where they are stored to ensure that medications are not 
expired, they match the physician’s orders and that they are being given as ordered. In addition, the RN will also 
assess the storage and maintenance of medications. Controlled substances must be under lock and key, and the 
“count” for controlled substances must be complete and correct. Syringes and sharps must be appropriately 
stored. The monitoring also confirms that the medication storage area is neat, clean and that staff administering 
medications have all appropriate supplies. 

 
New York State Regulation (NYCRR 633.16(j) (5)) implements certain safeguards when medication is used to 
prevent, modify, or control challenging behavior or to treat symptoms of a co-occurring diagnosed psychiatric 
disorder. The use of medication cannot replace the need to develop an appropriate program plan and cannot be 
used for the convenience of staff or as a substitute for supervision. Medication cannot be intentionally 
administered in amounts that interfere with a person's ability to participate in programming or other activities nor 
can medication be used for disciplinary purposes. The use of medication to prevent, modify, or control 
challenging behavior, or to treat a  co-occurring diagnosed psychiatric disorder that does not comport with these 
regulations, constitutes abuse and is subject to abuse reporting requirements described at length in the Waiver 
Agreement. 

 
A semi-annual medication regimen review must be conducted in accordance with NYS regulations section 
633.17. The results of these medication regimen reviews must be shared with the person’s planning team and the 
prescriber, and documented in the person’s record, in order to assist healthcare providers and the team to evaluate 
whether the benefits of continuing the medication(s) outweigh the risk inherent in potential side effects. 
Regulations further require that, at least semi-annually, and more frequently as needed, staff must consult with the 
prescriber regarding the administration and continued effectiveness of the medication. It is the responsibility of 
the OPWDD residential agency to ensure that the person or the party granting informed consent has been given 
clear, necessary information regarding the proposed medication including, but not limited to, its purpose, and the 
dose or dosage range and route of administration. 

 
New York State Regulations (NYCRR 633.16 (f)) require that every agency with oversight responsibilities for 
one or more programs that serve people in need of behavior support plans that include restrictive/intrusive 
interventions and/or rights limitations must establish a behavior plan/human rights committee. The committee is 
charged with the protection of the rights of persons whose behavior support plans incorporate the use of 
restrictive/intrusive interventions and/or a limitation on a person’s rights. 
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The committee must approve or refuse to approve, in writing, any proposed plan which contains a limitation on a 
person’s rights and/or utilize one or more restrictive/intrusive interventions specified in in regulation. A behavior 
plan/human rights committee must have a minimum of four members including: 

(a) A licensed psychologist or a  behavioral intervention specialist, with training in assessment techniques and 
behavioral support plan development; and 

(b) A clinician, currently licensed, certified, or registered in New York State as one of the following: social 
worker, physician, physician assistant, nurse practitioner, registered nurse, speech pathologist, occupational 
therapist, physical therapist, or pharmacist. 

 
 

In providing monitoring, the frequency of RN visits to sites where Direct Support Professionals provide nursing 
tasks shall be at the discretion of the RN responsible for supervision but in no case shall visits occur less 
frequently than once during the month in which such nursing tasks are delivered (Administrative Memorandum 
#2015-03). 

 
Additionally, a  participant residing in a  facility must have his/her medication regimen reviewed by a registered 
nurse, physician, physician's assistant, or pharmacist at least semi-annually. The review shall include at a  
minimum: 
-A review of the person's medication record for potential adverse reactions, allergies, interactions, 
contraindications, or irregularities; related laboratory work shall be included in this review. 
-An assessment of the person’s response to the medication therapy to determine if the medication is achieving the 
stated objectives established by the prescribing practitioner. 
-Recommendations to the primary and/or consulting practitioner of any indicated changes in the person's 
medication regimen. 
-Determination of the need for a more frequent review depending upon the person's medical status. 
-Documentation of the review, findings, and any recommendations made. 

 
The provider's program planning team (with input from a registered nurse, physician, or physician's assistant) 
must evaluate participants within three months of their entrance into a residential facility regarding their ability to 
self-administer (with re- evaluation on an annual basis). The evaluation is based upon the following designations: 
independent self-administration, self-administration with supervision, self-administration with assistance, or 
incapable of self-administration. 

 
Providers or Registered Nurses (RNs) are required by regulation to review all medication administration regimes 
semi-annually; this includes medication administration regimes for participants receiving behavior modifying 
medications. 

 

ii. Methods of State Oversight and Follow-Up. Describe: (a) the method(s) that the state uses to ensure that 
participant medications are managed appropriately, including: (a) the identification of potentially harmful practices 
(e.g., the concurrent use of contraindicated medications); (b) the method(s) for following up on potentially harmful 
practices; and, (c) the state agency (or agencies) that is responsible for follow-up and oversight. 

 
Through an established DQI survey procedure, OPWDD verifies the accuracy of the medication administration 
regime and documentation of the semi-annual review of the medication administration regime for participants in all 
certified residential facilities; the providers are audited against their own reporting procedure. OPWDD also 
requires in regulation that in all providers which assume the responsibility to administer medications (residential or 
non-residential) that there is person- specific information available regarding the medications made available to staff 
/ family care providers. 

 
OPWDD's Division of Quality Improvement (DQI) reviews these requirements as part of the routine reviews of 
providers sites and services. 100% of providers are reviewed through this process annually. Providers found to 
have issues in their review of medication administration regimes, or in the accurate administration of medication 
will be issued deficiencies via exit conference summary forms or a Statement of Deficiency (SOD) which the 
provider must address by creating a Plan of Corrective Action (POCA) which DQI reviews, approves, and later 
verifies its implementation. The provider has 20 days to submit a  POCA from the receipt of the SOD and 10 days 
following receipt of a 45 day letter. Implementation and effectiveness of the POCA is verified during the 
following review of services. If a  45 day letter was received, correction is verified at the follow-up visit, which is 
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scheduled following the 45 day timeframe.

Any trends identified through the DQI review processare reviewed; if appropriate, advisories willbe issued by 
OPWDD to all providers.

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administration (2 of 2)

c. Medication Administration by Waiver Providers

i. Provider Administration of Medications. Select one:

Not applicable. (do not complete the remaining items)
Waiver providers areresponsibleforthe administration of medications to waiverparticipants who 
cannot self-administer and/or have responsibility to oversee participant self-administration of 
medications. (complete the remaining items)

ii. State Policy. Summarize the state policies thatapply to the administration of medications bywaiver providers or 
waiver provider responsibilities when participants self-administer medications, including (if applicable) policies 
concerning medication administration by non-medical waiver provider personnel. State laws, regulations, and 
policies referenced in the specification are available to CMS upon request through the Medicaid agency or the 
operating agency (if applicable).

Policies:

The StateRegulations governing the administration of medications bywaiver providers areoutlined in Title 14 
NYCRR Part
633.17. AdministrativeMemorandum #2015-03summarizesthe requirements for providers andgives guidanceto 
providers regarding the implementation of regulations.

The RN is responsible for developing an individualized plan for nursing services for any participant who requires 
nursingcare, including those whorequire medication administration for diagnosedmedicalconditions. Suchplans 
must be updated at least annually or whenever there is a  significant change in the participant's condition.

The provider's program planning team (with input from a registered nurse, physician, or physician's assistant) 
must evaluate participants within three months of their entranceinto a residential facility regarding their ability to 
self-administer (with re- evaluationon an annualbasis). The evaluation is basedupon the following designations: 
independent self-administration, self-administration with supervision, self-administration with assistance, or 
incapable of self-administration.

If anyone besides the RN administers medication in a facility, the RN must document that Direct Support 
Professionals (DSPs) havebeeneducatedabout thechronic conditionsandrelatedhealthcare needs of each 
participant in their care.

The RN shall also ensure that there is a  participant specific medication sheet for each medication that is 
administered. This sheet shall include all of the information required by 14 NYCRR section 633.17(a)(17)(iii). If 
there is any change in the medication regimen, or if a new medication is added to the regimen, the staff is required 
to notify the RN prior to administering the medication.

If a  participant is prescribed medication for behavior modification or to control maladaptive or inappropriate 
behavior, or for a co-occurring psychiatric disorder, she/he must provide informed consent. The team should 
confirm his/her capacity to provide informed consent. In those cases when the program planning team 
unanimously agrees that the person does not have capacity to give informed consent, the team shall provide an 
evaluation that includes a detailed analysis as the basis of its opinion. The results of the evaluation must be in 
writing and documented in the participant's clinical record and, if not completed by a NYS licensed psychologist 
or physician, must be confirmedbyoneof these licensed professionals. If the individual is found to lack capacity 
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to consent, a  capable person or a surrogate decision-maker must give informed consent to such medication after 
he or she is told the purposes, risks and benefits of the medication, and any alternatives to the administration of 
the medication, in addition to an instruction that the person is free to withdraw his or her consent at any time 
without prejudice. 

 
It shall be the responsibility of the Registered Professional Nurse to determine which nursing procedures, 
including medication administration, unlicensed direct care staff will be allowed to perform, and which unlicensed 
DSPs will be allowed to perform them. The Registered Professional Nurse exercises professional judgment as to 
when delegation is unsafe and/or not in the participant's best interest. 

 
When making a decision regarding a nursing task or activity, the RN assesses the following: 
-complexity of the task; 
-condition/stability of the participant; and 
-training, skill and experience of the staff involved, including relevant factors related to the participant’s ability to 
safely provide nursing services. 

 
Under the Nurse Practice Act, the State Education Department has allowed unlicensed staff to assist certain 
participants to administer their medications. This includes participants who are Self -Directing (but may not be 
able to physically take their medication), those who are Self-Administering but require supports, and individuals 
who are unable to administer their own medication. 

 
Training: 
RNs who do not have previous experience in the field of intellectual/developmental disabilities (I/DD) nursing 
will be required to complete an orientation for registered nurses in I/DD nursing within three months of being 

hired. 
 

It is the responsibility of the RN to provide initial and on-going training to unlicensed DSP staff in all nursing 
tasks and/or functions that they will perform, including medication administration. The RN must periodically 
review that the performance of unlicensed staff is consistent with standards of care and training. An RN can de- 
certify a direct care staff at any time if, in the opinion of the RN, the DSP staff is unsafe in medication 
administration. 

 
“Periodically ” would be defined as, at a minimum, on an annual basis, or as determined by the RN. For example, 
if the RN is in a residence at the time that medications are being administered, or care is being provided, he/she 
has the option of observing the unlicensed staff in providing care at that time. If there are any complaints 
regarding care or if there are medication errors, the RN may determine it is necessary to go into a residence at the 
time the medications are being administered or care is being provided to observe and provide any additional 
training that may be required. “Periodically” may be different depending on the medical needs of the individuals 
within a home. If there are more needs, and/or more nursing tasks being delegated, an RN may determine that 
observations of staff are needed on a more frequent basis to ensure the standards of care and training are met. 

 
Medication administration is taught utilizing a standard curriculum approved by OPWDD. 

 
Unlicensed DSP staff are separately certified for medication administration by the provider’s RN. The training is 
standardized and the curriculum is provided by OPWDD. In order to be certified, the DSP must complete: 
-The didactic and skills portion of the curriculum (the didactic portion will take approximately a minimum of 
fourteen (14) hours to complete). 
-An examination of at least 100 questions (a  pool of questions provided by OPWDD for use by the provider) 
where the student must obtain a score of 80% or better. The examination may be broken up into smaller exams;  
 
and 
 
-A clinical practicum that includes pouring, administering, and recording medications with no errors on three 
separate occasions to all participants (defined as a medication pass) at the certified setting where the staff is 
permanently assigned. If a direct care staff is reassigned, they cannot administer medication until they complete 
an error-free medication pass supervised by an RN. Note that the three errorless pours must be concurrent, and 
staff have a total of six (6) attempts to achieve this.  
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Each DSP mustbe recertifiedat leastonce a year bya registerednursewho reviews the DSP’s performanceover 
the past year and observes one errorless medication pass. In addition, the RN will review the following with the 
unlicensed DSP:
-Updates on medications;
-Updates on policy;
-The "6 Rights" of medication administration which is ensuring that theright personreceives theright medication, 
in the right dose, through the right route (e.g., by mouth, on the skin, etc.), at the right time, and the right 
documentation.
-One errorless medication pass
-Review of medication errors

Certification to administer medication is transferrable from one agency to another, as per 2021-ADM-06 “The 
Development of Policies and Procedures Pertaining to the Allowance to Transfer Approved Medication 
Administration Personnel (AMAP) Certification Between Provider Agencies,

iii. Medication Error Reporting. Select one of the following:

Providers that are responsibleformedication administration arerequired to both record and report 
medication errors to a state agency (or agencies).
Complete the following three items:

(a) Specify state agency (or agencies) to which errors are reported:

(b) Specify the types of medication errors that providers are required to record:

(c) Specify the types of medication errors that providers must report to the state:

Providers responsibleformedication administration arerequired to record medication errorsbut make 
information about medication errors available only when requested by the state.

Specify the types of medication errors that providers are required to record:

In order to be certified by OPWDD, a provider must have a policy in place to review medication administration 
and to record/report errors. All medication administration errors must be documented in a participant’s record,
however, if the error does not result in an adverse effect, it is not required to be reported.

If an incident falls under the category of a serious reportable incident as defined by regulation part 624, a 
provider must report the incident to OPWDD through the electronic Incident Report Management Application
(IRMA) for additional review. This would include a medication error where a personevidences marked adverse 
effects or a person’s health or welfare is in jeopardy due to:
-The administration of medication in an incorrectdosage, in an incorrect specified form, by incorrect route of 
administration, or which has not been prescribed or ordered;
-Administration of a medication to the wrong person; and
-Failure to administer a prescribed medication.
Any medication administration which requires admission to a hospital falls under thecategoryof a serious 
reportable incident, and must be reported to OPWDD in writing.
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iv. State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring the performance 
of waiver providers in the administration of medications to waiver participants and how monitoring is performed 
and its frequency. 

 

Ongoing Oversight 
 

Through an established DQI survey procedure, OPWDD verifies the adherence to policies and procedures related 
to medication administration and the semi-annual review of the medication administration regime for participants 
in all certified residential facilities; the providers are audited against their own reporting procedure. OPWDD also 
ensures through regulation that all providers which assume the responsibility to administer medications 
(residential or non-residential) have person-specific information available regarding the medications made 
available to staff / family care provider. 

 
OPWDD's Division of Quality Improvement (DQI) reviews these requirements as part of the routine  review of 
providers, their sites and services. Providers are reviewed through this process routinely. Providers found to have 
issues in their review of medication administration regimes, or in the accurate administration of medication will 
be issued in an exit conference summary form or a Statement of Deficiency (SOD) which the provider must 
address by creating a Plan of Corrective Action (POCA) which DQI reviews, approves, and later verifies its 
implementation. An agency has 20 days to submit a POCA from receipt of the SOD and 10 days to submit a 
POCA from the receipt of a 45 day letter. 

 
Any trends identified through the DQI survey process are reviewed; if appropriate, advisories will be issued by 
OPWDD to all providers. 

 
When a review results in issuance of a  statement of deficiencies, the agency is required to provide a POCA that 
describes activities taken and to be taken by the agency to correct immediate concerns, review that the deficient 
practice is not present for others, and processes to ensure the practice will not be repeated. DQI works with the 
agency until the plan is sufficiently potent to address the issue(s). In most cases the implementation and 
effectiveness is reviewed at the next routine review. For more serious issues when a 45 day letter is issued, 
verification activities begin approximately 45 days after issuance. If Imminent Danger is determined, a plan of 
correction is received during the review and the survey team will not leave until the strategies in the plan are 
implemented to address the immediate concern. 

 
When an agency has continued systemic or egregious problems, or is unable to maintain compliance, they may be 
referred to the Early Alert Committee for consideration. If placed on early alert, the agency must not only have 
provided a POCA for identified deficiencies, but also a Management Plan that addresses broader influences on the 
effectiveness and appropriateness of service delivery and safeguards. The status and progress of these agencies 
are reviewed monthly by a committee of OPWDD management. Agencies may also be referred to the Fine 
Committee for consideration of a financial levy. 

 
Poorly performing agencies receive more frequent monitoring of service delivery as determined by DQI 
leadership. Sustained poor performance or failure to improve or sustain improvement may result in action by 
OPWDD, within its authority to: seek surrender of operating certificate, facilitate the dissolution of an agency, 
and transfer of services to competent providers. 

 
In 2019 DQI began to review Quality Improvement planning and activities completed by agencies. 

 
DQI has been expanding its data collection capabilities and in collaboration with ITS, protocols are developed in 
an on-line application and review finding entered as close to real time as possible. With the collection of findings, 
DQI is working with a team to report on the data collected via Business Intelligence mechanism, allowing 
examination by agency, region, service type, etc. While basic reporting is possible, reporting is still being refined. 
Findings and trends have been and will continue to be shared with provider agencies via DQI provider training 
semi-annually, special reporting, provider association meetings, etc. Trends may also be used to inform OPWDD 
on actions that may need to be taken, e.g. statewide training, etc. 

 
Reportable Incident Review 
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If an incident falls under the category of a serious reportable incident asdefinedbypart 624 of theregulations, a 
provider must enter the incident into IRMA. These incidents are reviewed by OPWDD's Incident Management 
Unit (IMU) staff, resulting in appropriate follow-up. Incident information is aggregated and reviewed by DQI 

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

As a distinct componentof theStates quality improvementstrategy, provide information in the following fields to detail the States 
methods for discovery and remediation.

a. Methods for Discovery: Health and Welfare
The state demonstrates it has designed and implementedan effective system for assuring waiver participant health and 
welfare. (For waiver actions submitted before June 1, 2014, this assurance read "The State, on an ongoing basis, 
identifies, addresses, and seeks to prevent the occurrence of abuse, neglect and exploitation.")

i. Sub-Assurances:

a. Sub-assurance: The state demonstrates on an ongoing basis that it identifies, addresses and seeks to 
prevent instances of abuse, neglect, exploitation and unexplained death. (Performance measures in this 
sub-assuranceinclude allAppendixGperformance measures for waiver actions submittedbeforeJune 1, 
2014.)

Performance Measures

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance (or 
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
The number and percent of critical incident investigations that were completed 
within the appropriate timeframes. (Percentage=number of critical incident 
investigations that were completed within the appropriatetimeframes/totalnumber 
of critical incident investigations completed).

Data Source (Select one):
Other
If 'Other' is selected, specify:
IRMA
Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

staff for trends.

If an incident results in the deathof a participant, the IMU reviews thesituation. The NYS Justice Center for the 
Protection of People with Special Needs also reviews all deaths of participants in the waiver program.



Draft Waiver Amendment 10-01-2023                                                                                                          Page 235 of 370

3/27/2023

Sub-State Entity Quarterly Representative 
Sample

Confidence
Interval 

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:



Draft Waiver Amendment 10-01-2023                                                                                                          Page 236 of 370

3/27/2023

Performance Measure:
The number and percent of physical and sexual abuse allegations that were
appropriately reported to law enforcement. (Percentage= number of physical and 
sexual abuse allegationsthat were appropriately reported to law enforcement/total 
number of physical and sexual abuse allegations).

Data Source (Select one):
Other
If 'Other' is selected, specify:
IRMA

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly
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Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
The number and percent of restrictive physical interventions (take downs and floor 
holds) recorded in the RIA that are conducted appropriately and do not result in an 
incident (Percentage = number of restrictive physical interventions recorded in RIA 
minus the number of restrictive physical interventionswith a corresponding record in 
IRMA/total restrictive physical interventions in RIA).

Data Source (Select one):
Other
If 'Other' is selected, specify:
Restrictive Intervention Application (RIA)

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other Annually Stratified
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Specify: Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
The number and percent of critical incident investigations that were initiated within 
the appropriate timeframes. (Percentage=critical incident investigations that were 
initiated within the appropriate timeframes/total critical incident investigations).

Data Source (Select one):
Other
If 'Other' is selected, specify:
IRMA
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Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify: Annually



Draft Waiver Amendment 10-01-2023                                                                                                          Page 240 of 370

3/27/2023

Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

Continuously and Ongoing

Other
Specify:

Performance Measure:
Number and percent of individuals and advocates who were informed of the process 
to express concerns and objections. (Percentage= Number of individuals and 
advocates who were informed of the process to express concerns and objections/total 
number of case management records reviewed).

Data Source (Select one):
Other
If 'Other' is selected, specify:
DQI Person Centered Review
Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

See QIS-b.i.

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:
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Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
The number and percent of abuse, neglect, exploitation and all death cases reported
in IRMA that may be a possible crime that are reported to law enforcement. (# of 
abuse, neglect, exploitation and all death cases that may be a possible crime that are 
reported to Law enforcement/total # of abuse, neglect, exploitation and alldeath cases 
that may be a possible crime reported in IRMA).

Data Source (Select one):
Other
If 'Other' is selected, specify:
IRMA

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):
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State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing
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Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

Other
Specify:

b. Sub-assurance: The statedemonstrates thatan incidentmanagement system is in placethateffectively 
resolves those incidents and prevents further similar incidents to the extent possible.

Performance Measures

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance (or 
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
The number and percent of critical incidents reported within the required 
timeframes. (Percentage= number of critical incidents reported within appropriate 
timeframes/total critical incidents reported).

Data Source (Select one):
Other
If 'Other' is selected, specify:
Incident Reporting Management Application (IRMA)
Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other Annually Stratified
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Specify: Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
The number and percent of critical incident investigations where there was evidence 
that the necessary protections of affected individuals were implemented when 
appropriate. (Percentage= numberof critical incident investigationswhere therewas 
evidence that the necessary protections of affected individuals were implemented 
when appropriate/total number of critical incident investigations).

Data Source (Select one):
Other
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If 'Other' is selected, specify:
IRMA

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other Annually
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Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:
The # and % of Incidents in IRMA that are not Deliberate Inappropriate Use of 
Restraints and Inappropriate use of restraints reported in IRMA compared to the 
number of critical incidents related to restraints in IRMA(% = Incidents that are not 
Deliberate Inappropriate Use of Restraints and Inappropriate use of restraints 
reported in IRMA/Critical Incidents in IRMA related to use of restraints).

Data Source (Select one):
Other
If 'Other' is selected, specify:
IRMA
Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:
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Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
The number and percent of substantiated incidents involving Deliberate 
Inappropriate Use of Restraints where a root cause was identified. (Number of 
substantiated critical incidents reported in IRMAinvolving Deliberate Inappropriate 
Use of Restraint with a root cause identified/All substantiated critical incidents 
reported in IRMA involving Deliberate Inappropriate use of Restraint).

Data Source (Select one):
Other
If 'Other' is selected, specify:
IRMA

Responsible Party for Frequency of data Sampling Approach
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data 
collection/generation 
(check each that applies):

collection/generation
(check each that applies):

(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify: Annually
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Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

Continuously and Ongoing

Other
Specify:

c. Sub-assurance: The statepolicies andprocedures for the use or prohibition of restrictiveinterventions 
(including restraints and seclusion) are followed.

Performance Measures

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance (or 
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
The number and percent of incidents that do not include seclusion reported/all 
incidents reported in IRMA(percentage= number of incidents that do not include 
seclusion reported/total incidents reported).

Data Source (Select one):
Other
If 'Other' is selected, specify:
IRMA

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =
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Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
The number and percent of incidents that are not deliberate inappropriate use of 
restraints and inappropriate use of restraints that result in an incident being
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reported/all incidents reported in IRMA(percentage= number of incidents that are 
not deliberate inappropriate use of restraints and inappropriate use of restraints 
reported/total incidents reported).

Data Source (Select one):
Other
If 'Other' is selected, specify:
IRMA

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly
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Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
The number and percent of restrictive physical interventions recorded in the 
Restrictive Intervention Application (RIA) that are conducted appropriately and do 
not result in an incident reporting to IRMA. (Percentage = number of restrictive 
physical restraints interventions recorded in RIA without a corresponding entry in 
IRMA/total restrictive physical interventions in RIA).

Data Source (Select one):
Other
If 'Other' is selected, specify:
RIA

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other Annually Stratified
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Specify: Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

d. Sub-assurance: The stateestablishes overall health carestandards and monitors thosestandards based 
on the responsibility of the service provider as stated in the approved waiver.

Performance Measures

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance (or 
sub-assurance), complete the following. Where possible, include numerator/denominator.
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For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
The number and percent of individuals who receive routine medical 
exams/appointments per his/her health care professionals’ recommendations. 
(Number of individuals receiving/attending needed/recommended medical 
appointment/total number of individuals in the Case Management review sample)

Data Source (Select one):
Other
If 'Other' is selected, specify:
DQI Person Centered Review

Responsible Party for 
data 
collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach
(check each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

See QIS-b.i.

Other
Specify:

Annually Stratified
Describe Group:

Continuously and 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data 
aggregation and analysis (checkeach 
that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

ii. If applicable, in the textboxbelow provide anynecessary additional information on thestrategies employedby the 
State to discover/identify problems/issues within the waiver program, including frequencyandparties responsible.

OPWDD has a comprehensive process for identification andremediation of problemsanddeficiencies that impact 
on the individual's health and welfare. The process begins with OPWDD DQI survey activity. All HCBS waiver 
providers and all certified programs/sites are reviewed routinelyby DQI and findings are considered prior to 
renewal of operating certificates. DQI's survey protocols are extensive and reflect a  review of the major elements 
of regulations, provider responsibilities, and health and safety of individuals served. These protocols include a 
review of provider compliance with 14 NYCRR Part 624 and 625which outlines OPWDD's extensive processes 
for addressing all incidents including reports of abuse, significant incidents and notable occurrences for all 
OPWDD operated, certified, sponsored or funded agencies, and 14 NYCRR Part 633 "Protections of Indiv iduals 
Receiving Services" which sets forth standards for ensuring and promoting the protection of persons served. 
Surveyors utilize a variety of techniques to gather information including observation, interviews, documentation 
reviews, and facility and physical plant reviews.

OPWDD has a centralized Incident Management Unit within DQI, the sole function of which is to follow up on 
critical incidents including abuse and neglect to ensure that appropriate actions are taken. Together with the 
Statewide Committee on Incident Reporting (SCIR), the Incident Management Unit analyzes data from these
incidents for systemic remediation andsystemsimprovement. SCIRis an interdivisionalcommittee andalso
includes OPWDD stakeholders:SCIRis chairedbya senior manager within OPWDD and meets to review 
statewide data and trends from incident reports and investigations. SCIR monitors statewide issues related to 
identification, reporting and management of incidents involving care and treatment of individuals served. SCIR 
also develops statewide policy and alerts to the field to address issues identified through trend analysis. Based on 
this analysis, SCIR issues alerts to provider agencies and targets training to risk areas.
Centralized Investigations of abuse and neglect: OPWDD has a centralized InvestigationUnit (Office of
Investigations andInternalAffairs - OIIA)) with a lead investigator and centralizes the function to ensure an 
independent, unbiased process for investigations of stateprovided services/facilities. In addition, allproviders are
now required to immediately reportall incidents of physical and sexual abuse that are possible crime to law 
enforcement. New regulations were promulgated that require all investigations (across state and voluntary 
provided operations) to be conducted at arm’s length.
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Additionally, there is a  consistent investigator training; standardization of investigations report formats and entry 
into the State Incident Management Reporting Application (IRMA); establishment and monitoring of appropriate 
timeframes for the initiation and completion of investigations; establishment of criteria and processes when 
OPWDD’s Centralized Investigation Unit closely monitor the investigations of voluntary providers Mortality 
Review. Effective in 2012, NYS OPWDD partnered with the University of Massachusetts Medical School’s 
Center for Developmental Disabilities Evaluation and Research Center to establish an enhanced mortality review 
system across New York State, consistent with current national practice standards in the field of developmental 
disabilities and mortality review. At the center of this system is regional Mortality review committees and one 
statewide Central Mortality Review Committee. As part of ongoing quality improvement, OPWDD and DOH 
created an inter-agency Central Mortality Review Committee. This committee was created to provide an expert 
review of potentially preventable deaths, identify systems’ issues that increase risk of mortality, and propose 
solutions to improve the quality of supports and services across the system. 

 
MANDATORY REPORTING on the USE of SCIP-R RESTRICTIVE or PROMOTE PERSONAL/ PHYSICIAL 
INTERVENTIONS 
The Restrictive Intervention Application (RIA) is a database and tracking system that collects information 
pertaining to the use of SCIP-R or PROMOTE restrictive personal/ physical interventions. It is modeled after the 
Incident Report and Management Application (IRMA) system currently in place for incident management. 
Collection of this information will assist OPWDD and voluntary providers in tracking and trending the use of 
SCIP-R or PROMOTE restrictive personal/physical interventions on a statewide basis. This initiative is part of 
OPWDD's QI strategy. The baseline data collected (see PM above) helped target areas for quality improvement to 
reduce the need for physical interventions. These target areas included: establishment of consistent investigator 
training and competencies; standardization of investigation report formats and entry into the State Incident 
Management Reporting Application (IRMA); establishment and monitoring of appropriate timeframes for the 
initiation and completion of investigations; establishment of criteria and processes when OPWDD’s Centralized 
Investigations Unit closely monitored the investigations of voluntary providers and when OPWDD’s Investigators 
actually conducted the investigations of voluntary providers Continued in QIS b.i. below. 
 

 
 

b. Methods for Remediation/Fixing Individual Problems 
i. Describe the States method for addressing individual problems as they are discovered. Include information 

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on 
the methods used by the state to document these items. 
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Continued from QIS a. ii. above.

Critical incidentsincludeReportable Incidents (Abuse/Neglect andSignificant Incidents) andSerious Notable 
Occurrences as defined in OPWDD regulations in Sections 624.3 and 624.4.

Abuse andNeglect Incidentsconsists of the followingclassifications:physicalabuse, sexualabuse, psychological 
abuse, deliberate inappropriate use of restraints, use of aversive conditioning, obstruction of reports of reportable 
incidents, unlawful use or administration of a controlled substance, and neglect.

Significant Incidents consist of the following classifications: conduct between individuals receiving services, 
seclusion, unauthorized use of time out, medication error with adverse effect, inappropriate use of restraints, 
mistreatment, missingperson, unauthorized absence, chokingwith known risk, chokingwith unknownrisk, self-
abusive behavior with injury, injury with hospital admission, theft/financial exploitation, and other.

Serious Notable Occurrences consist of thefollowingclassifications: deathandsensitivesituation. 

Sampling Approach
Measures based on the DQI Person Centered Review (PCR) and DQI survey sample are derived from a two-part
sampling approach, which culminates in a total sample of approximately 1500 people receiving waiver services:
1. The first part of thesample is generated byOPWDD and is designed to cover people receivingwaiver services 
from each agency, since quality is assessed at both the individual and provider agency level. The sample is also 
designed to sample all HCBS waiver service types delivered to individuals statewide. A total of approximately 
1100 people are included in the pull ensuring full coverage of the state.

2. The second part of the sample is generated by DOH and is a sample of 400 individuals. The sample size is 
generated byRAOSOFT andensures that the sample willmeet a 95%confidence levelwith a margin of error of
+/- 5%.

The totalcount included in the PCR sample is then 1500, which includes a sample of individuals by provider 
agency (1100) and sample of individuals (400).
********************************************************************************************

At the end of each DQI survey described above, survey teams conduct exit interviews and inform the agency of 
findings and if any findings represent issues requiring immediate correction. This information is documented on 
Exit Conference Forms (ECF) which identify all deficiencies and are provided to an authorized representative of 
the agency for signature acknowledging their receipt of the Exit Conference Form. Deficiencies identified only on 
the ECF are to be addressed within 30 days. A Statement of Deficiency (SOD) is issued to an agency and a Plan 
of Corrective Action (POCA) required from the agency for serious, systemic and/or pervasive or egregious 
issues/deficiencies identified during the survey process. For example, situations in which it is determined that
conditions or practices exist which, if allowed tocontinue, havea high probability of causingharm without 
correction, will result in an SOD requiring the agency to submit an acceptable POCA to DQI within 10-20 days 
depending upon the nature of the deficiency. For deficiencies that result in a 45 day letter, DQI verifies correction 
in 45 days. For all other deficiencies, corrections are verified during the next review.

A POCA must outline theprovider's plannedaction tocorrectevery specific regulatory deficiency, theexpected 
completion date of the correction, and provider actions to maintain and ensure continued regulatory compliance. 
DQI reviews all POCAs and conducts follow up activity to ensure the deficiencies and contributing factors have 
been corrected. Failure of anagency tosubmit and implementanacceptable POCA could result in the
decertification and/or cancellation of the HCBS Medicaid Provider Agreement.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that 
applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly
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Responsible Party(check each that 
applies):

Frequency of dataaggregation and 
analysis(check each that applies):

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design 
methods for discoveryandremediation related to the assuranceof HealthandWelfare that are currently non-operational.

No
Yes
Please providea detailed strategy for assuringHealthandWelfare, thespecific timeline for implementing identified 
strategies, and the parties responsible for its operation.

Appendix H: Quality Improvement Strategy (1 of 3)

Under §1915(c) of the Social Security Act and 42 CFR §441.302, the approval of an HCBS waiver requires that CMS determine 
that the state hasmadesatisfactoryassurances concerning the protection of participanthealthandwelfare, financialaccountability 
and other elements of waiver operations. Renewalof an existingwaiver is contingentuponreview by CMS anda findingby CMS 
that the assurances have been met. By completing the HCBS waiver application, the state specifies how it has designed the 
waiver’s critical processes, structures and operational features in order to meet these assurances.

■ Quality Improvement is a criticaloperational feature that anorganization employs to continually determine whether it 
operates in accordance with the approved design of its program, meets statutory and regulatory assurances and 
requirements, achieves desired outcomes, and identifies opportunities for improvement.

CMS recognizes that a state’s waiver Quality Improvement Strategy may vary depending on the nature of the waiver target 
population, the services offered, and the waiver’s relationship to other public programs, and will extend beyond regulatory 
requirements. However, for thepurpose of this application, thestate is expected to have, at the minimum, systems in place to 
measure and improve its own performance in meeting six specific waiver assurances and requirements.

It may be more efficient and effective for a Quality Improvement Strategy to span multiple waivers and other long-term care 
services. CMS recognizes the value of this approachandwillask the stateto identifyother waiver programs and long-term care 
services that are addressed in the Quality Improvement Strategy.

Quality Improvement Strategy: Minimum Components
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The Quality Improvement Strategy that will be in effect during the period of the approved waiver is described throughout the 
waiver in the appendices corresponding to the statutory assurances and sub-assurances. Other documents cited must be available 
to CMS upon request through the Medicaid agency or the operating agency (if appropriate). 

 
In the QIS discovery and remediation sections throughout the application (located in Appendices A, B, C, D, G, and I) , a  state 
spells out: 

 

■  The evidence based discovery activities that will be conducted for each of the six major waiver assurances; and 
■  The remediation activities followed to correct individual problems identified in the implementation of each of the 

assurances. 
 

In Appendix H of the application, a state describes (1) the system improvement activities followed in response to aggregated, 
analyzed discovery and remediation information collected on each of the assurances; (2) the correspondent roles/responsibilities 
of those conducting assessing and prioritizing improving system corrections and improvements; and (3) the processes the state 
will follow to continuously assess the effectiveness of the OIS and revise it as necessary and appropriate. 

If the state's Quality Improvement Strategy is not fully developed at the time the waiver application is submitted, the state may 
provide a work plan to fully develop its Quality Improvement Strategy, including the specific tasks the state plans to undertake 
during the period the waiver is in effect, the major milestones associated with these tasks, and the entity (or entities) responsible 
for the completion of these tasks. 

When the Quality Improvement Strategy spans more than one waiver and/or other types of long-term care services under the 
Medicaid state plan, specify the control numbers for the other waiver programs and/or identify the other long-term services that 
are addressed in the Quality Improvement Strategy. In instances when the QIS spans more than one waiver, the state must be able 
to stratify information that is related to each approved waiver program. Unless the state has requested and received approval from 
CMS for the consolidation of multiple waivers for the purpose of reporting, then the state must stratify information that is related 
to each approved waiver program, i.e., employ a representative sample for each waiver. 

 
Appendix H: Quality Improvement Strategy (2 of 3) 

H-1: Systems Improvement 
 

a. System Improvements 
 

i. Describe the process(es) for trending, prioritizing, and implementing system improvements (i.e., design changes) 
prompted as a result of an analysis of discovery and remediation information. 

 

OPWDD’s waiver assurance quality framework, a subset of OPWDD’s larger statewide comprehensive quality 
improvement strategy (QIS), ensures that OPWDD achieves its mission, vision, values, guiding principles and 
strategic goals and objectives. OPWDD’s waiver purpose is reinforced by the various components of OPWDD’s 
QIS, designed to ensure that the expectations of waiver participants and stakeholders are met, that services are of 
the highest quality, and that individuals served are healthy and safe. The foundation of OPWDD’s QIS is built 
upon discovery through performance metrics, reporting to stakeholders, and systems wide analysis and 
collaboration that leads to effective remediation strategies, quality of care enhancements, and ultimately mission-
driven progress. 

 
In partnership with national consulting groups, OPWDD has continued to develop and strengthen its quality 
improvement infrastructure that permeates through leadership, management, and Regional Office staff from all 
functional divisions/units and across stakeholder work groups. Recent enhancements to the quality improvement 
infrastructure include the establishment of a Division of Data Management and Strategy that is responsible for 
advancing OPWDD’s data driven quality improvements. This construct establishes a series of committees 
(ongoing and ad hoc) that interface and create a framework to develop, monitor and revise quality improvement 
initiatives throughout the developmental disability service system in New York State. In addition, the Division 
of Quality Improvement has added a second Deputy Director, focused on Quality Strategy and continuous 
quality improvement.  

 
OPWDD’s Quality Improvement infrastructure includes: advisory committees and OPWDD leadership 
committees is charged with providing vision and strategic direction for transformation and quality improvement 
that results in system reform and continuous quality improvement across the OPWDD enterprise; and ad hoc 
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quality committees that are formed for a specific purpose and are usually time limited. Examples of OPWDD’s 
quality improvement advisory committee structure includes the New York State Developmental Disabilities 
Advisory Council (DDAC)and the Joint Advisory Council (JAC) for Managed Care (see: 
https://opwdd.ny.gov/events). 

 
OPWDD continues to operate its robust review of incidents and mortality through its Mortality Review Steering 
Committee and mortality regional committees and through the Statewide Committee on Incident Review (SCR). 
In addition to this existing committee structure, OPWDD has also sought recommendation from ad hoc 
committees and expert panelists, Recent examples include a series of workgroups established in June 2018 to 
make recommendations to OPWDD on quality related system improvements including:  “Higher Needs” 
workgroup to look at supports and services for individuals with higher needs; “Direct Care Hiring” workgroup to 
identify the most critical elements contributing to recruitment and retention strategies; Value Based Payment 
Implementation workgroup to design recommendations for OPWDD’s service system for outcome measures that 
show promise for VBP strategies; and several other workgroups engaged in making recommendations for 
systemic improvements in the OPWDD service system. 

 
OPWDD’s stakeholder teams and workgroups are designed to guide the system, identify crit ical areas for 
improvement, coordinate new and ongoing efforts, and develop strategies to make sure that the system is person- 
centered and sustainable. They focus on: the goals and objectives identified in the OPWDD 507 plan; achieving 
transformation goals; and continuing to work with the provider community to find efficiencies and foster 
innovation. 

 
In collaboration with the new Division of Data Management and Strategy, OPWDD’s key organizational 
divisions are engaged in trending, prioritizing and implementing systems improvements and transformation 
reforms. These efforts ensure that OPWDD has meaningful performance measures that result in accountability 
and continuous quality improvement throughout the enterprise; and spearheads OPWDD’s involvement, 
implementation, and analysis of the National Core Indicators (NCI) used for quality improvement at the OPWDD 
systems level and is involved with the evaluation and accountability of OPWDD’s transformation initiatives. 

 
The Division of Policy and Program Development and Service Access, Program Implementation & Stakeholder 
Support Regional Field Office have a responsibility for spearheading OPWDD’s transformation initiatives related 
to: competitive employment; self-direction; expanding community integrated housing options, Money Follows the 
Person (MFP) and deinstitutionalization; development of the specialized managed care plans; and for developing 
continuous quality improvement strategies. 

 
The Division of Quality Improvement (DQI) is responsible for monitoring regulatory compliance and certifying 

 

all community programs (both State operated and not-for-profit community residential, day, clinic, and free- 
standing respite programs), and review of HCBS Waiver and care management services. DQI compromised of: 
Bureau of Program Certification (BPC), Incident Management Unit (IMU), Continuous Quality Improvement  
Unit (CQI), and Data Analysis and Evaluation Unit DAE). BPC is responsible for review and certification of 
OPWDD’s programs and services to ensure regulatory compliance and delivery of  person-centered services and 
supports. IMU provides real-time oversight of the critical function of incident management statewide by 
reviewing incidents to ensure appropriate protective measures are taken and that required notifications to entities 
are completed as appropriate (i.e. law enforcement). IMU provides feedback to providers if there are concerns 
related to the comprehensiveness and adequacy of investigations and corrective actions. IMU also works in 
conjunction with the New York State Justice Center for the Protection of People with Special Needs, OPWDD’s 
Office of Investigations and Internal Affairs and the OPWDD Office of Employee Relations, as well as the 
OPWDD Statewide Committee on Incident Review, to ensure a strong coordinated approach is taken in response 
to any incident of abuse/neglect or other serious incidents that may occur within voluntary and state-operated 
service providers; IMU staff are available 24 hours per day seven days per week to consult with providers, to 
ensure that timely and appropriate safeguards are in place for individuals served and provide other DQI staff 
with pertinent information for monitoring and evaluation. IMU alerts BPC and other OPWDD staff of 
significant untoward events for immediate follow up, as needed. IMU in conjunction with DAE is responsible 
for managing the Incident Report Management Application (IRMA) and reviewing and analyzing the data to 
identify significant trends to ensure they are responded to appropriately to improve the quality of services to the 
individuals served.  

DAE is responsible for the aggregation, and analysis and reporting of information necessary for DQI and 
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 OPWDD functions, and as requested or required by external oversight entities. The unit provides BPC, CQI and 
IMU with information necessary for routine internal operations. Information is also provided to assist in 
determining opportunities for systemic quality improvement used by the Statewide Committee on Incident 
Review (SCIR), Mortality Review, and BPC. Additionally, data is aggregated and reported to complete HCBS 
setting and annual waiver reports to the Centers for Medicare and Medicaid (CMS). The DAE  and develops 
appropriate and standardized trend and analysis reports for the OPWDD Commissioner and Leadership Teams 
review.  The unit has ensured that continuous information is reported regarding COVID-19’s impact on 
OPWDD’s service system. 

 
CQI develops and implements projects critical to OPWDD’s core mission as well as internal to DQI, which 
includes: developing, designing, and improving protocols and survey processes used by the Bureau of Program 
Certification in their  on-site survey work; reviewing data and reporting on performance measures from these 
surveys; and recommending actions for improvement resulting from the analysis. CQI designs and implements 
periodic provider training. Under the guidance of the newly added positon DQI Deputy Director of  Quality 
Improvement Strategies and CQI will continue work with other DQI units and OPWDD divisions  in developing 
QI strategy. CQI also oversees, coordinates and/or project manages a number of committees devoted to OPWDD 
quality priorities. 
DAE is responsible for the aggregation, analysis, and reporting of information necessary for DQI and OPWDD 
functions, and as requested or required by external oversight entities. The unit provides BPC, CQI, and IMU 
with information necessary for routine internal operations. Information is also provided to assist in determining 
opportunities for systemic quality improvement used by the Statewide Committee on Incident Review (SCIR), 
Mortality Review, and BPC. 

 
The Office of Audit Services (OAS) staff also conduct provider oversight. OAS has responsibility for auditing 
provider agencies that operate under OPWDD’s auspices and coordinates audit activities with The New York 
State Office of the Medicaid Inspector General (NYS OMIG). OAS, through its Bureau of Compliance 
Management, conducts billing and claiming audits of waiver services at provider agencies, per the requirements 
of recent amendments to OPWDD Waiver agreements with CMS. OAS coordinates the recoupment of Medicaid 
monies through the NYS OMIG. 

 
OPWDD also carries out periodic post-payment reviews to identify overlapping or inappropriate HCBS waiver 
claims. Inappropriate claims are either voided or adjusted or the provider is required to repay the claim. The data 
is aggregated and reported on a monthly basis to the NYS OMIG. 

 
OPWDD’s committee and organizational framework is intended to evolve and change as quality improvement 
projects commence and are completed and new quality improvement priorities are initiated. These committees 
and/or relationships a re useful in describing how continuous quality improvement is being designed, developed, 
implemented and evaluated with OPWDD’s enterprise. OPWDD’s Commissioner advised by the committees and 
organizational units described, and in conjunction with the Single State Medicaid Agency (DOH) and the 
Governor’s Office, makes final decisions on the prioritization of systems improvement initiatives. 

 
New York State Legislation enacted in 2013 provided a Joint Advisory Council (JAC) for Managed Care chaired 
by the OPWDD Commissioner. The DOH Commissioner is charged with advising both commissioners in regards 
to the oversight of the Fully Integrated Duals Advantage for Individuals with Intellectual and Developmental 
Disabilities (FIDA-IDD). This 12-member council includes individuals with developmental disabilities, their 
families and advocates, and service providers. Three members of the JAC will also be members of the special 
advisory review panel on Medicaid managed care. The charge of the JAC is to review all managed care options 
provided to individuals with developmental disabilities, including the adequacy of habilitation services, the record 
of compliance with person-centered planning, person-centered services and community integration, the adequacy 
of rates paid to providers and the quality of life, health, safety and community integration for individuals with  
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ii. System Improvement Activities

Responsible Party(check each that applies): Frequency of Monitoring andAnalysis(check each 
that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Quality Improvement Committee Annually

Other
Specify:

Other
Specify:

b. System Design Changes

i. Describe the process for monitoring and analyzing the effectiveness of system design changes. Include a 
description of thevarious roles andresponsibilities involved in the processes for monitoring & assessingsystem 
design changes. If applicable, include the state's targeted standards for systems improvement.

The evaluation of systems design changes resulting from OPWDD’s quality management and quality 
improvement activities is achieved through the committee processes described above. Ultimately, the OPWDD 
Leadership Team is the entity that prioritizes all agency-wide system improvement activities and is responsible 
for the effectiveness of strategic implementation. The OPWDD Leadership Team is advised by the 
Commissioner’s DD AdvisoryCouncilestablishedby NYS MentalHygieneLaw (13.05) andcomprisedof self-
advocates, family members, provider representatives, and other stakeholders, and a broad array of other internal 
and external stakeholders that represent various constituencies including the following:
•OPWDD Provider Associations;
•The Self-Advocacy Association of New York State;
•The Statewide Committee for Family Support Services; and
•Tribal entities.

OPWDD engages in consistent and regular communications with these stakeholders on strategic priorities and 
systems improvement activities. These stakeholders, through various mechanisms, have a major role in providing 
input and recommendations to OPWDD. Stakeholders also play a major role in evaluating systems improvement 
actions. OPWDD collaborates with the Department of Health (DOH) (theSingle StateMedicaid Agency) to share 
quality improvement findings and best practices.

The DOH oversight of the OPWDD QIS consists of the following:

developmentaldisabilities enrolled in managedcare. JAC findings andrecommendations willbe reported to the 
OPWDD Commissioner, the DOH Commissioner and New York State Legislative Leaders.

As the Single State MedicaidAgency, DOH's primary focus is to ensure that OPWDD’s systemic operationof the 
HCBS waiver adheres to six waiver assurances. DOH's primary oversight activities take place in the following 
areas: Multifaceted Life Plan (LP) reviews; Critical Significant Events (CSE) monitoring and participation in the 
monthly Central Mortality Review Committee; OPWDD’s surveillance of waiver providers, including
participation in the monthly OPWDD EarlyAlert Committee;Medicaid enrollmentof qualified providers; 
participation in the OPWDD Joint Advisory Council Meeting; quarterly interagency (DOH and OPWDD) 
standing quality meetings and timely and accurate CMS 372 Reporting. The DOH Waiver Management Unit 
(WMU) continuously strives to enhance communication and collaboration with OPWDD, along with other 
divisions and units in DOH involved in waiver oversight activities described in Appendix A.2.b.
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 1. Annual review of Life Plans: a) As a part of DOH oversight, a statistically valid  sample of OPWDD Life Plans 
are selected. All services and providers are represented in the sampling. This sample is provided to OPWDD to 
conduct the routine Person-Centered Reviews and report the findings, trends and deficiencies to DOH. 
Deficiencies and remediation are discussed/provided semi-annually to DOH at the interagency quarterly 
meetings. An Inter-rater reliability review (IRR) validation process described in Appendix D-4) is then 
conducted by DOH selecting a smaller sample from the larger on provided to OPWDD. DOH conducts an 
independent review using the OPWDD Person-Centered Review tool used by the OPWDD surveyors for their 
annual Person-Centered Review. When DOH discovers discrepancies or variances from the OPWDD DQI 
surveyors’ results, DOH works with OPWDD to validate findings, to discuss identified discrepancies and to 
determine any necessary remediation. When needed, both agencies meet to perform the review together. 
OPWDD performs any agreed upon remediation to the identified cases. DOH follows up to ensure that the 
identified individual or systemic deficiencies are corrected. DOH and OPWDD continually work together to 
improve the IRR validation process. 
b) DOH completes a fiscal review of a  subset of the statistically valid DOH sample of Life Plans to assure that 
services documented in the Life Plan match the corresponding Medicaid Claims Detail Report (CDR) found in 
DOH Medicaid Data Warehouse and that the Life Plan documentation is complete and accurate. DOH 
identifies individual and systemic deficiencies and works closely with OPWDD to monitor and evaluate 
remediation. 
2. Critical and Significant Event (CSE) notification by OPWDD: a) DOH monitors OPWDD adherence to the 
interagency CSE Notification Policy and works closely with OPWDD to clarify policy and procedural issues with 
the goal of improved reporting; b) DOH and OPWDD confer frequently about CSE reporting practices and 
identified trends; c) DOH continuously monitors and trends reported CSEs; d) Monthly, DOH meets internally to 
review new CSEs and monitor monthly trends; DOH then shares this information with OPWDD for review and 
additional discussion as warranted; e)As part of the Interagency Quarterly Meeting and as needed, DOH and 
OPWDD Incident Management Unit (IMU) meet to discuss specific IMU policies, procedures and regulation 
changes that impact the IMU process; f) Annually, DOH selects a subsample of incidents (CSEs) for more in 
depth review and discussion with OPWDD IMU in order to verify that these CSEs have been appropriately 
resolved and closed and g) DOH and OPWDD IMU share data regarding the close out of all reported CSEs for the 
previous year. 
3. Stakeholder communication: DOH assists OPWDD consumers, families and providers as requested. When 
applicable, DOH shares stakeholders’ issues with OPWDD and the two agencies work together to address and 
resolve problems. 
4. Standing Interagency Quarterly Meeting: DOH and OPWDD meet quarterly to review the overall waiver 
quality assurance program and use a standing quality assurance agenda to ensure consistency. Agenda items 
include: a) Status of ongoing quality assurance systemic remediation activities; b) Regulatory changes; c) Policy 
clarifications; d) Proposed activities; e) New quality assurance initiatives and f) Critical Significant Events. The 
goal of the standing interagency meeting is to enhance interagency communication, collaboration, and evaluation 
of waiver quality monitoring and quality improvement activities. 
5. Medicaid Enrollment of OPWDD Waiver Providers: a) DOH ensures that OPWDD approved waiver service 
providers meet and maintain the standards for continued Medicaid enrollment and reimbursement; b) New 
waiver service provider rosters are shared with DOH by OPWDD; c) DOH and OPWDD work together to dis-
enroll waiver providers from Medicaid when required. 
6. Oversight of OPWDD’s surveillance of waiver service providers: a) DOH reviews the OPWDD DQI monthly 
report/Monthly Surveys with Deficiencies Report and when required, confers with OPWDD for clarification and 
updates; b) DOH participates in the monthly OPWDD DQI Early Alert meeting and monitors OPWDD’s Early 
Alert process; c) DOH tracks the status of waiver service providers on the Early Alert list and updates DOH 
leadership as warranted. 
7. Participation in OPWDD Waiver and Quality Assurance Statewide Trainings to assure that DOH’s knowledge 
of OPWDD’s policy and procedures remain current. 
8. Policy liaison between affected DOH, OPWDD Medicaid systems and other affected state staffs and/or 
concerned parties to assure that Medicaid Evolution Projects and other systems activities that pertain to the 
Special Population Waivers are appropriate and if germane, that they are completed and running properly. a) 
Track Evolution Projects that are relevant to the effective, efficient and cost saving management of the OPWDD 
HCBS Waiver Program. 
9. Track federal and state audits that pertain to OPWDD and in particular to the OPWDD HCBS Waiver to 
ensure that these audits are resolved and followed up suitably in the best interest of all involved parties. 
10. Monitor federal websites that present policy changes that often directly and tangentially  affect the 
OPWDD HCBS Waiver Program. 
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ii. Describe the process to periodically evaluate, as appropriate, the Quality Improvement Strategy. 
 

OPWDD’s mission is to “help people with developmental disabilities live richer lives.” OPWDD recognizes that 
this mission requires innovation and continuous quality management and improvement. This process must 
demonstrate accountability to the people we serve, to government entities that fund our services, to the taxpayers, 
and to other stakeholders. 

 
Quality improvement and evaluation are not one time events. By definition, quality improvement is an ongoing 
effort to improve services and processes. As a result, OPWDD's HCBS quality improvement strategy is 
reevaluated based on the discovery, remediation and analysis activities described throughout this application. 
OPWDD's Division of Data Management and Strategy in collaboration with the Division of Quality 
Improvement, the Waiver Management Unit, OPWDD's various quality related committees, and other appropriate 
units and divisions collaborate to facilitate this reevaluation process. Recommended changes to the quality 
improvement strategy are reviewed by the OPWDD Leadership Team in consultation with appropriate 
stakeholders, and the Department of Health (DOH) (the Single State Medicaid Agency). 

 
OPWDD utilizes the National Core Indicators (NCI) to measure performance of NYS’s developmental disability 
service delivery system and create strategies for system improvement. The NCI enhances OPWDD’s quality 
improvement process by analyzing and sharing data on outcomes which are important to stakeholders, including 
people served and family members. The primary survey protocol used annually by OPWDD is the Consumer 
Survey, a standardized instrument designed to assess individual outcomes for people with developmental 
disabilities. The Consumer Survey measures constructs that define the quality of service delivery from the 
perspective of individuals with developmental disabilities and their families. Specifically, the Consumer Survey 
consists of indicators in the following domains: Home, Employment, Health and Safety, Choice, Community 
Participation, Relationships, Rights, and Individual Satisfaction. 

 
 After fifteen years of data collection, NYS has a data set of approximately 10,000 NCI-IDD In-Person Surveys. 
OPWDD has been able to benchmark the agency’s performance year to year and compare our outcomes with 
other states that have comparable service delivery systems. Outcomes are assessed on an annual basis and are 
shared with policy makers and the public through various reports. 

 
Based upon specific outcomes from the data, OPWDD makes decisions that impact the service delivery system 
statewide. The NCI-IDD In-Person Survey will continue to be an essential enterprise level set of performance 
measures in NYS and will help OPWDD assure quality in the HCBS Waiver. 

 
DOH’s continuous evaluation of effectiveness of the QIS process is as follows: 

 
1. Continuous: 
- Communication with OPWDD regarding any and all HCBS issues and concerns; 
-Monitor reported OPWDD Critical Significant Events (CSE); 
-Conduct DOH Life Plan Fiscal Reviews; 
-Conduct DOH Life Plan IRR Reviews; 
-Monitor OPWDD website and LISTSERVs; 
-Track and monitor Federal and State Audits that pertain to OPWDD and in particular to the OPWDD HCBS 
Waiver; 
- Track Evolution Projects that are relevant to the effective, efficient and cost saving management of the OPWDD 
HCBS Waiver Program. 
- Monitor on an ongoing basis Federal websites that present policy changes that often directly and tangentially 
affect the OPWDD HCBS Waiver Program. 
2. Monthly: 
-Aggregate and analyze reported OPWDD CSE reports and conduct internal reviews of these reports for 
monitoring, tracking and trending; 
-Maintain a DOH/OPWDD Communication Log for CSEs to ensure remediation timeliness and/or discuss 
strategies for improvement/new approaches. 
-Participate in OPWDD Early Alert Committee meetings and review/analyze pertinent meeting data; 
-Participate in OPWDD Central Mortality Review Committee meeting and review/analyze pertinent meeting data; 
3. Quarterly: DOH and OPWDD meet to: 
-Follow an agreed upon standing agenda to ensure all assurances are appropriately reviewed, tracked and data 
sources are trended; 
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Appendix H: Quality Improvement Strategy (3 of 3)
H-2: Use of a Patient Experience of Care/Quality of Life Survey

a. Specify whether the state has deployed a patient experience of careor quality of life surveyfor its HCBS population 
in the last 12 months (Select one):

No
Yes (Complete item H.2b)

b. Specify the type of survey tool the state uses:

HCBS CAHPS Survey :
NCI Survey :
NCI AD Survey :
Other (Please provide a description of the survey tool used):

Appendix I: Financial Accountability
I-1: Financial Integrity and Accountability

Financial Integrity. Describe the methods that are employed to ensure the integrity of payments that have been made for 
waiver services, including: (a) requirements concerning theindependentauditof provider agencies; (b) the financial audit 
program that the state conducts to ensure the integrity of provider billings for Medicaid payment of waiver services, 
including the methods, scope and frequency of audits; and, (c) the agency (or agencies) responsible for conducting the 
financial audit program. State laws, regulations, and policies referenced in the description are available to CMS upon 
request through the Medicaid agency or the operating agency (if applicable).
HCBS Waiver services are provideddirectlyby the State operatingagency(OPWDD) through its State Operations Offices. 
HCBS Waiver services are also delivered by provider agencies, which are non-profit organizations.

Non-profitorganizations includenot-for-profit corporationsformed under New York State Law or authorized to dobusiness 
in New York. All HCBS Waiver services and providers are subject to independent financial audits.

Statewideaudits of Medicaid fundedprograms are conductedby theofficeof the Office of the State Comptroller (OSC),
the Office of the Attorney General (AG), the Department of Health, and the Office of the Medicaid Inspector General. In 
addition, the operating agency and local counties also conduct reviews and audits of Medicaid funded programs. Within
90-days following each calendar year the state will submit to CMS a report which identifies the oversight activities and 
associated results for the fiscal integrity activities / measures described in Appendix I that were performed and concluded

-Complete cross systems review; and
-Assure alloutstanding remediation andQI issues areaddressed and any new strategies are developed, alongwith 
a timeline for implementation.
4. Semi- annually:Receive andanalyze deficiencies andremediation related toOPWDD DQI Life Plan 
Review of the DOH statistically valid sample.
5. Annually:
-Review all performance metrics;
-Identify issues/areas requiring systemic remediation;
-Identify needed systemic remediation with OPWDD;
-Establish methodology for evaluation of identified systemic remediationandcreate and implement timeline for 
systemic remediation when needed;
6. As Needed:
-Address reportedConsumer identified issues; 
Provide OPWDD with timely feed-back; and
Monitor all identified Consumer issues to ensure thorough resolution.
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within the calendar year. 
 

Audits and investigations on Medicaid billing payments are conducted by the NY Office of the Medicaid Inspector 
General (OMIG) and the Office of the Attorney General (AG), Medicaid Fraud Control Unit (MFCU). OMIG conducts 
Medicaid waiver billing audits and is the state agency responsible for collecting audit disallowances. OMIG maintains a 
Medicaid Fraud Hotline and online fraud reporting system. Both OMIG and MFCU conduct billing fraud investigations, 
while MFCU further has the authority to prosecute cases under the AG’s authority. The Department of Health conducts 
regular reviews of case records, which may result in financial disallowance if there is insufficient documentation of 
services billed to eMedNY. 

 
Annual Cost Reporting and Auditing: 

 
Cost reporting for both public (OPWDD) and non-profit HCBS waiver services is subject to review. OPWDD HCBS 
waiver cost reporting is conducted in a CMS agreed-upon format, and is subject to independent examination. Independent 
financial audits of cost reporting are conducted annually. The OPWDD Cost Report will be submitted to CMS within 18 
months after the close of the reporting period. 

 
OPWDD conducts audits of cost reports for all years that are the basis of rate development activities through the review of 
the calendar year 2021 Consolidated Fiscal Report (CFR). The CFRs that are the basis of rate development are the ‘base 
period CFRs’ described in Addendum A of this agreement. The sample used for these audits will cover all waiver services 
and a statistically valid sample of providers. 

 
For CFR cost reporting periods subsequent to calendar year 2021, OPWDD will contract with an auditing firm or perform 
their own audits of private providers of HCBS services, upon reasonable concern that a provider’s CFR reporting is 
materially non-compliant with CFR instructions or OPWDD policy directives. 

 
Furthermore, all HCBS Waiver service funding, including both State operated and not-for-profit corporations, will be 
subject to an annual independent financial audit conducted by a contractor in accordance with the provisions of the Single 
Audit Act, with the New York State Division of Budget responsible for overseeing the contractor’s performance. Finally, the 
New York Office of the State Comptroller (OSC) periodically asserts authority to examine various financial transactions; 
though unlike the Single Audit which covers all operations every year, OSC audits vary in scope and timing 

 
Delinquent Cost Reports for Non-State Providers 

 
For cost reporting periods beginning July 1, 2015 and thereafter, NS providers are required to file an annual Consolidated 
Fiscal Report (CFR) to the State by June 1st for providers reporting on the January 1st through December 31st period or 
December 1st for providers reporting on the July 1st through June 30th period. If the completed CFR is not submitted by 
either June 1st for providers reporting on the January 1st through December 31st period or December 1st for providers 
reporting on the July 1st through June 30th period, a  2 percent penalty on the provider’s OPWDD Medicaid reimbursement 
will be imposed effective on the due date of the CFR. However, OPWDD will not impose such a penalty if it determines 
that there were unforeseeable circumstances beyond the provider’s control (such as a natural disaster, or other circumstance 
as determined by the OPWDD Commissioner) that prevented the provider from filing the cost report by the due date. 
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Billing and Claiming Reviews: 
 

The MA Agency (Department of Health, DOH) conducts a sample of Life Plan reviews to validate that services listed in the 
Life Plan are reflected in the MA Claim Detail Report. Corrective action is taken as necessary. (See Appendix A: QIS A. ii- 
A.i.8) 

 
The Operating Agency conducts Post Payment reviews of HCBS Waiver claim data, which are conducted by OPWDD’s 
Division of Fiscal and Administrative Solutions (DFAS). In addition, OPWDD’s Division of Service Access, Program 
Implementation & Stakeholder Support Regional Field Office also conducts a corporate compliance function for 
OPWDD’s HCBS Waiver services. 

 
To ensure the integrity of provider claims for Medicaid payment of waiver services, the Office of the Medicaid Inspector 
General (OMIG) conducts audits of waiver providers as part of the agency’s fiscal audit plan. All waiver providers are 
subject to audits performed by the OMIG. Our selection strategy will ensure all waiver services including Consolidated 
Supports and Services receive coverage during the audit cycle. 

 
Medicaid waiver billings audits are also conducted by OPWDD, using staff within its Office of Audit Services, or an 
independent outside contractor retained by OPWDD. Billing disallowances found by OPWDD will be forwarded to OMIG 
to proceed with the recoupment process. The OPWDD audit selection process will include both random and judgmental 
sampling techniques. The random sampling will be conducted using stratification methods to ensure the process results in 
selections covering all waiver services, including large and small programs geographically dispersed throughout the state. 
Additional providers will be selected for audit based on judgmental factors including but not limited to the following: 
specific allegations of improprieties; analytics or unusual financial activities (e.g., large surpluses or deficits); related 
party transactions; and, programmatic deficiencies potentially related to finances. As part of the selection process, 
OPWDD will take steps to ensure it is not duplicating efforts already being undertaken by OMIG and MFCU, while 
ensuring that for each year each type of waiver service will be audited. 

 
The DOH employs methods to assure financial integrity and accountability through the support system of eMedNY, which is 
the New York statewide database for all NYS MA information. eMedNY allows for payment to the qualified MA provider 
who renders an approved MA service to an enrolled MA participant. In addition, the Data Mart is an  internal DOH web 
tool that allows DOH staff to analyze data from eMedNY. The Data Mart may also be used to profile an individual’s MA 
eligibility information, including verification of enrollment in the OPWDD HCBS Waiver, the date of enrollment, and, if 
appropriate, the date of termination from the Waiver. The Data Mart also provides information about the type(s) of waiver 
services billed for, including qualified provider, frequency and duration of these services. 

 
Furthermore, as part of the MA agency oversight, the DOH Special Populations Group (SPG) reviews a statistically valid 
sample of OPWDD Individualized Service Plans Life Plans annually to validate that claims are coded and paid in 
accordance with the reimbursement methodology specified in the waiver agreement and that waiver services billed match 
the type, amount, duration and frequency of these services as documented in the Life Plan. 

 
The CMS Annual 372 Report demonstrates the cost neutrality of the HCBS waiver and contains detailed breakouts of 
waiver expenditures by category of service and for all services provided in a given year. It also documents the number of 
waiver recipients enrolled in each waiver service during the calendar review year. CMS 372 Report data is calculated by 
obtaining expenditure data generated by the DOH eMedNY system and is based on date of service for waiver recipients 
who are identified by program enrollment rosters maintained by the OPWDD. 

 
Compilation of the CMS 372 begins with OPWDD, which prepares the fiscal portion of the report. Once completed, the 
report is forwarded to the DOH FMG as well as the SPG for review and approval. FMG compares data included in the 
CMS 372 report to actual MARS expenditure data for the period in question, and if necessary, follow-up with SPG and 
OPWDD to resolve any apparent discrepancies, or unusual trends. This review serves as a data check to verify that the 
fiscal data included in the CMS 372 is consistent with current expenditures. FMG uses the DOH Data Mart system to verify 
further that the recipient counts included in the 372 report are consistent with those counted on a “date-of-payment” 
methodology. 

 
Again, when inconsistencies are identified, FMG works collaboratively with SPG and OPWDD to clari fy and correct 
errors. Once FMG is satisfied that the CMS 372 Report data is accurate, the report is approved and returned to SPG for 
completion of the quality assurance portion of the report. SPG sends the completed CMS 372 Report to the Deputy  
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Appendix I: Financial Accountability
Quality Improvement: Financial Accountability

As a distinct componentof theStates quality improvementstrategy, provide information in the following fields to detail the States 
methods for discovery and remediation.

a. Methods for Discovery: Financial Accountability Assurance:
The State must demonstrate that it has designed and implemented an adequate system for ensuring financial 
accountability of the waiver program. (For waiver actions submitted before June 1, 2014, this assurance read "State 
financialoversight exists toassure thatclaims arecodedandpaid for inaccordancewith thereimbursementmethodology 
specified in the approved waiver.")

i. Sub-Assurances:

a. Sub-assurance: The Stateprovides evidence that claims are codedand paid for in accordancewith the 
reimbursement methodology specified in the approved waiver and only for services rendered. 
(Performance measures in this sub-assurance include all Appendix I performance measures for waiver 
actions submitted before June 1, 2014.)

Performance Measures

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance (or 
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
FAa1. The number and percent of claims that were correctly paid or denied payment 
because of the effectivenessof waiver eligibility edits in eMedNY. (Numerator is the #of 
claims paid or denied payment, denominator is the total # of claims that should have 
denied based on the edit logic or were paid because they correctly passed claim edits.)

Data Source (Select one):
Other
If 'Other' is selected, specify:
eMedNY

Responsible Party for
data collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach(check 
each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Commissioner, NYS MA Director for final approval and when obtained, the CMS 372 report is forwarded to CMS.
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Other
Specify:

Annually Stratified
Describe Group:

Continuouslyand 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Partyfor dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
FAa2 The percentand number of paidHCBS claims thatare identified in postpayment 
reviews involving Res Hab that are found to be paid in error and are corrected. 
(Numerator is the # of corrected Res Hab claims and the denominator is the total # of 
conflicting Res Hab billings.)
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Data Source (Select one):
Other
If 'Other' is selected, specify:
eMedNY

Responsible Party for
data collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach(check 
each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:

Continuouslyand 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Partyfor dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other Annually
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Responsible Partyfor dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:
FAa3. The percentand number of claims that weredeniedpayment dueto eMedNY edits 
that prevent weekend Day Hab. (Numerator is the # of GDH claims denied with a 
weekend date of service, the denominator is the total # of claims that should have denied 
based on the edit logic.)

Data Source (Select one):
Other
If 'Other' is selected, specify:
eMedNY

Responsible Party for
data collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach(check 
each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:

Continuouslyand 
Ongoing

Other
Specify:
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Other
Specify:

Data Aggregation and Analysis:
Responsible Partyfor dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:
FAa 4. The number and percentageof HCBS waiver providers that were subject to audit. 
(The numerator is the number waiver providers subject to audit during the year and the 
denominator is the total number of waiver providers.)

Data Source (Select one):
Other
If 'Other' is selected, specify:
Medicaid Data Warehouse

Responsible Party for
data collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach(check 
each that applies):

State Medicaid 
Agency

Weekly 100% Review
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Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:

Continuouslyand 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Partyfor dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:
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Responsible Partyfor dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

The State will report annually on 
its 372 submission the totaldollars 
recovered through disallowances 
and self-disclosures.

b. Sub-assurance: The stateprovides evidencethatrates remain consistentwith the approvedrate 
methodology throughout the five year waiver cycle.

Performance Measures

For each performancemeasurethe State willuse toassess compliancewith the statutoryassurance (or 
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregateddata that will enablethe State to
analyzeandassess progress toward theperformancemeasure. In this sectionprovide information on the
method by whicheachsource of data is analyzedstatistically/deductively or inductively, howthemes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
Percent of waiver claims paid using rates that follow the rate methodology in the 
approved waiver application (Percentage = percentage of claims paid using rates that 
follow the rate methodology in the approvedwaiver application/all waiver claims paid).

Data Source (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for
data collection/generation 
(check each that applies):

Frequency of data 
collection/generation 
(check each thatapplies):

Sampling Approach(check 
each that applies):

State Medicaid 
Agency

Weekly 100% Review

Operating Agency Monthly Less than 100% 
Review

Sub-State Entity Quarterly Representative 
Sample

Confidence 
Interval =

Other
Specify:

Annually Stratified
Describe Group:
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Continuouslyand 
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Partyfor dataaggregation 
and analysis (check each that applies):

Frequency of dataaggregation and 
analysis(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

ii. If applicable, in the textbox below provide anynecessary additional informationon the strategies employed bythe 
State to discover/identify problems/issues within the waiver program, including frequency andparties responsible.

b. Methods for Remediation/Fixing Individual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information 

regarding responsible parties andGENERAL methods for problem correction. In addition, provide information on 
the methods used by the state to document these items.

OPWDD (Fiscal andAdministrative Solutions-DFAS) has a calendar of post-payment reviews thatare applied 
against HCBS Waiver claims, to identify overlapping or inappropriate claims. Inappropriate claims are either 
voided/adjusted or the provider is required to repay the claim. The data is aggregated and reported on a 
quarterly basis to the NYS Office of the Medicaid Inspector General (OMIG).
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ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that applies): Frequency of data aggregation and analysis
(check each that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

c. Timelines
When the State does nothave allelements of theQuality ImprovementStrategy in place, providetimelines to design 
methods for discovery and remediation related to the assurance of Financial Accountability that are currently non-
operational.

No
Yes
Please providea detailedstrategy for assuring FinancialAccountability, thespecific timeline for implementing 
identified strategies, and the parties responsible for its operation.

Appendix I: Financial Accountability
I-2: Rates, Billing and Claims (1 of 3)

a. Rate Determination Methods. In twopages or less, describe the methodsthat areemployed to establishprovider payment 
rates for waiverservices and the entityor entitiesthat areresponsible forrate determination. Indicate any opportunity for 
public comment in the process. If different methods are employed for various types of services, the description may group 
services for which the same method is employed. State laws, regulations, and policies referenced in the description are 
available upon request to CMS through the Medicaid agency or the operating agency (if applicable).

For Performance Measure FAa1 remediationof claims means that Billing andClaimingproblems discovered in 
OPWDD's post-payment desk reviews are handled through claim voids in eMedNY. Providers are issued letters 
listing the specific claims, reasons for the void and instructions for voiding the claims. Providers have an 
opportunity to dispute claim voids and submit documentation to prevent voids where appropriate. Claims not 
voidedby providers in a given timeframeare submitted to theMedicaidAgencyfor voiding/adjusting. Voids are 
reported to the OMIG quarterly.

The OMIG is responsible for on-site billing and claiming reviews for OPWDD's HCBS Waiver Providers.
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The following services within the Waiver Amendment are calculated utilizing methodologies based on provider reported 
costs and are periodically rebased: Residential Habilitation (Supervised IRA and Supportive IRA), Group Day 
Habilitation and Site-Based Prevocational. 

 
Individuals who reside in a supervised IRA will be eligible to receive Intensive Respite services from a Crisis Services for 
Individuals with Intellectual and/or Developmental Disabilities (CSIDD) provider at a CSIDD Resource Center. This 
eligibility is limited to Intensive Respite services provided at a Resource Center to address the crisis needs of the 
individual. During the person’s stay, the time spent in Respite will be counted towards the available retainer day limit 
and paid at a rate which is 50% of the provider’s residential rate. No additional payment will be made available.  

 
Rates for residential services include an acuity factor which is developed utilizing components of DDP-2 scores, average 
bed size, Willowbrook class indicators and historical utilization data to predict direct care hours need to serve 
individuals. Additionally, Supervised IRA rates include an Occupancy Factor to account for days when Medicaid billing 
cannot occur because of the death or relocation of an individual. 

 
The occupancy adjustment for Supervised IRAs is being reduced to 0% effective on or after 10/1/2020 to maximize the use 
of existing, approved capacity and incentivize the provision of residential supports to people who require such critical 
services 

 
Group Day Habilitation and Site-Based Prevocational services include a to/from transportation component which will 
be rebased on 7/01/2024. After 7/01/2024 to/from transportation will be updated annually. These services also include 
capital costs that are helpful in developing and maintaining the provision of HCBS waiver services to beneficiaries 
determined in accordance with the cost principles described in the Medicare Provider Reimbursement Manual 
(Publication-15), with some exceptions. 

 
The remaining services are fee-based. The fees are calculated utilizing various factors, including but not limited to, 
provider costs, historical utilization, DDP-2 scores, regional averages and review of nationally accepted methodologies 
and fees. Fee schedules are posted on the Department of Health’s webpage at: 
https://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene/index.htm. 

 
The DOH establishes all payment rates for waiver services. These payment rates are subject to the approval of the New 
York State Division of the Budget (DOB). 

 
The Rate Methodology for payment of HCBS Waiver services are described in Addendum A to this document. The public 
can access information regarding rates paid for waiver service on the DOH website at: 
https://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene/ and the OPWDD website where the waiver 
application is published at: https://opwdd.ny.gov/providers/home-and-community-based-services-waiver. 

 
During the public comment period, hard copies of the Waiver language are available at all OPWDD Regional Offices for 
provider review and a Public Notice is also placed in the State Registry. The Waiver language published for public 
comment includes the rate determination methods as described further in Main Section 6-I. 

 
In addition, OPWDD meets with the Provider Associations on a monthly basis. During rate updates, OPWDD meets bi- 
weekly with a small Provider Rate Work Group to share rate runs and to discuss the effects of any changes to the 
methodology. 

 

b. Flow of Billings. Describe the flow of billings for waiver services, specifying whether provider billings flow directly from 
providers to the state's claims payment system or whether billings are routed through other intermediary entities. If 
billings flow through other intermediary entities, specify the entities: 



Draft Waiver Amendment 10-01-2023                                                                                                          Page 278 of 370

3/27/2023

Appendix I: Financial Accountability
I-2: Rates, Billing and Claims (2 of 3)

c. Certifying Public Expenditures (select one):

No. state or local government agencies do not certify expenditures for waiver services.

Yes. state or local government agencies directlyexpendfunds for partor allof the cost of waiver services 
and certify their state government expenditures (CPE) in lieu of billing that amount to Medicaid.

Select at least one:

Certified Public Expenditures (CPE) of State Public Agencies.

Specify: (a) the state government agency or agencies that certify public expenditures for waiver services; (b) 
how it is assured that the CPEis basedon the total computable costs forwaiverservices; and, (c) howthe state 
verifies that thecertifiedpublicexpenditures are eligible for Federal financialparticipation inaccordance with 
42 CFR §433.51(b).(Indicate source of revenue for CPEs in Item I-4-a.)

Certified Public Expenditures (CPE) of Local Government Agencies.

Specify: (a) the local government agencies that incur certifiedpublic expenditures for waiver services; (b) how it 
is assured that the CPE is based on total computable costs for waiver services; and, (c) how the state verifies 
that the certified public expenditures are eligible for Federal financial participation in accordance with 42 CFR
§433.51(b). (Indicate source of revenue for CPEs in Item I-4-b.)

Appendix I: Financial Accountability
I-2: Rates, Billing and Claims (3 of 3)

d. BillingValidation Process. Describetheprocess for validating provider billings to produce the claim for federal financial 
participation, including the mechanism(s) to assure that all claims for payment are made only: (a) when the individual
was eligible for Medicaid waiver payment on the date of service; (b) when the service was included in the participant's 
approved service plan; and, (c) the services were provided:

There are two different billing flows, which are described below:

I. For services deliveredby voluntary provider agencies, billings flow directly from the provider toNewYork State's 
MMIS (eMedNY).

II. For all waiver services thestate (OPWDD) will process and adjudicateall claims for services, providedby public 
provides, claims for services provided by private providers, through the states MMIS prior to any claiming for Federal 
Financial Participation. Only valid adjudicated paid claims will be claimed on the quarterly expenditure CMS-64 
reports.



Draft Waiver Amendment 10-01-2023                                                                                                          Page 279 of 370 
 

3/27/2023 

 

a) Claims for all HCBS waiver services are adjudicated by eMedNY. The eMedNY system identifies HCBS enrollees 
with codes that identify the person as HCBS-enrolled and the effective date of the enrollment. Payment system edits 
require the client record to indicate active Medicaid eligibility and HCBS Waiver enrollment for all dates of service 
billed. Any HCBS Waiver claim submitted to eMedNY is denied if the individual is not actively enrolled in Medicaid and 
the HCBS Waiver for the date of service billed. 

 
b) Providers and subcontractors are required to certify that all billings are true and accurate and that services being 
billed are authorized in the Individualized Service Plan and, where applicable, are supported by a Habilitation Plan. 
Furthermore, the OPWDD issues Administrative Memoranda (ADMs) for waiver services that identify all elements 
required for billing Medicaid and provides recommended service documentation formats to ensure appropriate  
documentation of service. ADMs are available on the OPWDD website. The identification of Waiver services in the 
recipient’s plan is subject to semi-annual review by the case 
manager. Identification of HCBS services in the person’s plan is also the subject of several reviews that are described in 
New York State’s Quality Improvement Strategy for this waiver and in section I-1. 

 
c) OPWDD’s Office of Audit Services is responsible for auditing waiver services on a sample basis to ensure that 
providers are appropriately documenting service provision. OPWDD’s Division of Service Access, Program 
Implementation & Stakeholder Support Regional Field Office performs a corporate compliance function that reviews 
service documentation of the OPWDD’s Waiver claims on a sample basis. Claims not substantiated are subject to 
recovery. Additionally, the OMIG audits waiver providers as part of the OMIG's fiscal audit plan. 

 
d) As part of the oversight of the SMA agency, the DOH WMU reviews a statistically valid sample of OPWDD Life 
Plans annually, (as described in Appendix D.1.g 7/8, #3) to validate that Medicaid claims are coded appropriately and 
paid in accordance with the reimbursement methodology specified in the Waiver agreement, as well as OPWDD policy 
and acceptable Medicaid practices. As part of this process, Life Plans are thoroughly reviewed to assure that services 
billed via the Claim Detail Report (CDR) match the scope, amount, frequency and duration of services documented in the 
Life Plan. Claims not substantiated in the Life Plans are subject to inquiry and if found to be unauthorized, are subject to 
recovery. 

 
NYS controls changes to the MMIS system through the use of “Evolution Projects”. The term “Evolution Projects” (EP) 
is used to describe an established project management protocol that coordinates all changes to the MMIS billing and 
data production to ensure Medicaid eligible individuals are receiving the correct services and that Medicaid Providers 
bill Medicaid correctly. An EP is a “blue print” to assure that all waiver billing activities follow and meet standard 
requirements and necessary computer changes related to Medicaid billing occur across relevant systems. 

 
Each EP is assigned a number for tracking purposes. All EPs are monitored by the Evolution Control Board (ECB) that 
is chaired by the State Medicaid Director. The ECB meets every other month to review projects design, testing, 
performance and implementation. 

 
An Evolution Project is a management tool used to assure that appropriate edit logic is applied to each project 
component revision through successful completion. It is a dynamic, consistent systemic approach to support, guide and 
improve project performance, outcomes and Medicaid billing accuracy. 

 
The focus is to define, refine and manage Medicaid billing system developments or change, increase accountability, 
timeliness and quality, conserve resources and eliminate error or project failure. 

 
The purpose of EPs is to bring all projects partners/pieces together to: 
• review/analyze and assess federal and state legislation that may impact Medicaid recipients, programs and billing 
accuracy 
• share information 
• identify issues/make adjustments or corrections 
• accommodate any changes 
• assure deliverables 
• monitor quality 

 

e. Billing and Claims Record Maintenance Requirement. Records documenting the audit trail of adjudicated claims 
(including supporting documentation) are maintained by the Medicaid agency, the operating agency (if applicable), and 
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providers of waiver services for a minimum period of 3 years as required in 45 CFR §92.42.

Appendix I: Financial Accountability 
I-3: Payment (1 of 7)

a. Method of payments -- MMIS (select one):

Payments for allwaiver servicesare made through an approved Medicaid Management Information System 
(MMIS).
Payments for some, but not all, waiver services are made through an approved MMIS.

Specify: (a) the waiver services that are not paid through an approved MMIS; (b) the process for making such 
payments and the entity that processes payments; (c) and how an audit trail is maintained for all state and federal 
funds expendedoutsidethe MMIS; and, (d) the basisfor thedrawof federal funds andclaimingof theseexpenditures 
on the CMS-64:

Payments for waiver services are not made through an approved MMIS.

Specify: (a) the process by whichpayments are made and the entity thatprocesses payments; (b) how and through 
which system(s) the payments are processed; (c) how an audit trail is maintained for all state and federal funds 
expended outsidethe MMIS; and, (d) the basisfor thedrawof federal funds andclaiming of theseexpenditures on 
the CMS-64:

Payments for waiver services aremade by a managedcareentity or entities. The managedcare entity is paid a 
monthly capitated payment per eligible enrollee through an approved MMIS.

Describe how payments are made to the managed care entity or entities:

Appendix I: Financial Accountability 
I-3: Payment (2 of 7)

b. Direct payment. In addition to providing that the Medicaid agency makes payments directly to providers of waiver 
services, payments for waiver services are made utilizing one or moreof thefollowingarrangements (selectat least one):

The Medicaidagency makes payments directlyand doesnot use a fiscalagent (comprehensive or limited) or a 
managed care entity or entities.

The Medicaidagency pays providers through the same fiscalagent used for the rest of the Medicaidprogram. 

The Medicaid agency pays providers of some or all waiver services through the use of a limited fiscal agent.

Specify thelimited fiscal agent, the waiver services for which the limited fiscalagentmakes payment, the functions 
that the limited fiscal agent performs in paying waiver claims, and the methods by which the Medicaid agency 
oversees the operations of the limited fiscal agent:

The State (OPWDD) will process and adjudicateallclaims for services providedby public providers, and for any 
services provided by private providers, through the State's MMIS prior to any claiming for Federal Financial 
Participation. Only valid adjudicated paid claims will be claimed on the quarterly expenditure CMS-64 reports.
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Providers are paidby a managedcare entityor entities for services that areincluded in the state's contract with the 
entity.

Specifyhowproviders arepaid for theservices(if any) not included in thestate'scontractwith managedcare 
entities.

Appendix I: Financial Accountability 
I-3: Payment (3 of 7)

c. Supplemental or Enhanced Payments. Section 1902(a)(30) requires that payments for services be consistent with 
efficiency, economy, and quality of care. Section 1903(a)(1) provides for Federal financial participation to states for 
expenditures forservices under anapprovedstate plan/waiver. Specify whether supplementalor enhancedpaymentsare 
made. Select one:

No. The state does notmake supplemental or enhancedpayments for waiver services. 

Yes. The state makes supplemental or enhanced payments for waiver services.

Describe: (a) the nature of thesupplementalor enhancedpayments thatare madeand the waiver services for which 
these payments are made; (b) the types of providers to which such payments are made; (c) the source of the non-
Federal share of the supplemental or enhanced payment; and, (d) whether providers eligible to receive the 
supplemental or enhanced payment retain 100% of the total computable expenditure claimed by the state to CMS. 
Upon request, the state will furnish CMS with detailed information about the total amount of supplemental or 
enhanced payments to each provider type in the waiver.

Appendix I: Financial Accountability 
I-3: Payment (4 of 7)

d. Payments to stateor LocalGovernmentProviders. Specify whether stateor localgovernmentproviders receivepayment 
for the provision of waiver services.

No. State or local government providers do not receive payment for waiver services. Do not complete Item I-3-e.
Yes. State or local government providers receive payment for waiver services. Complete Item I-3-e.

Specify thetypes of stateor localgovernmentproviders thatreceivepayment for waiver services and theservices that 
the state or local government providers furnish:
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HCBS Waiver services are provided directly by OPWDD through its State Operations Offices. There are also a 
small number of local governments and a public university which are authorized as waiver providers. The following 
services are furnished by these providers: Residential Habilitation, Day Habilitation, Prevocational Services, 
Supported Employment, Pathway to Employment, Respite, and Family Education and Training. In addition, 
OPWDD is the provider of Vehicle Modifications, Environmental Modifications and Adaptive Technology services, 
except Home-Enabling Supports which are directly billed by the providers. 
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Appendix I: Financial Accountability 
I-3: Payment (5 of 7)

e. Amount of Payment to State or Local Government Providers.

Specify whether any state or local government provider receives payments (including regular and any supplemental 
payments) that in the aggregateexceed its reasonable costs of providingwaiver servicesand, if so, whether and howthe 
state recoups the excess and returns the Federal share of the excess to CMS on the quarterly expenditure report. Select 
one:

The amount paid tostate or localgovernmentproviders is the sameas the amount paid to privateproviders 
of the same service.

The amount paid tostate or localgovernmentproviders differs from the amount paid toprivate providers of 
the same service. No public provider receives payments that in the aggregate exceed its reasonable costs of 
providing waiver services.

The amount paid to state or local government providers differs from the amountpaid to private providers of 
the same service. When a state or local government provider receives payments (including regular and any 
supplemental payments) that in the aggregateexceed the costof waiverservices, the staterecoups the excess 
and returns the federal share of the excess to CMS on the quarterly expenditure report.

Describe the recoupment process:

Appendix I: Financial Accountability 
I-3: Payment (6 of 7)

f. ProviderRetention of Payments. Section 1903(a)(1) provides that Federalmatching funds are only availablefor 
expenditures made by states for services under the approved waiver. Select one:

Providers receive and retain 100 percent of the amount claimed to CMS for waiver services. 
Providers are paidby a managedcareentity (or entities) that is paida monthly capitatedpayment.

Specify whether the monthly capitated payment to managed care entities is reduced or returned in part to the state.

Appendix I: Financial Accountability

For state-provided HCBS waiver services with rate-based reimbursement, the cost of service provision is compare
to the actual reimbursementas described below. When theConsolidatedFiscal Report (CFR) is completed, the State 
will calculate a final rate using the CFR applicable to the rate period for each waiver service using the rate 
methodology above. The same CFR lines which identify costs used to establish Interim Rates will be used to 
calculate the Final Rate; since the CFR used for the final rate will be the rate period CFR, trending or adjustments 
for differences in fringe benefits will not be used for the final rate.
The final average rate foreachservicewill be multipliedby theadjudicated paidMedicaid service units for services 
provided in the rate period to determine the allowable Medicaid cost. The final allowable Medicaid cost for each 
service will be compared to all interim payments, plus any other payments received and expected to be received 
under this section. If total payments for all waiver service exceed the final allowable Medicaid costs for such rate 
period, the State will treat any overage as an overpayment to the federal share of which shall be refunded on the 
next calendar quarter CMS-64 expenditure report. If the total payments received and expected to be received under 
this section for all Waiver Services are less than allowable Medicaid costs for such rate period, the State shall be 
entitled to claim the federal share of such difference.
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g. Additional Payment Arrangements

i. Voluntary Reassignment of Payments to a Governmental Agency. Select one:

No. The state does notprovide that providers may voluntarilyreassign theirright to directpayments 
to a governmental agency.

Yes. Providersmay voluntarilyreassign their right to directpayments toa governmentalagencyas 
provided in 42 CFR §447.10(e).

Specify the governmental agency (or agencies) to which reassignment may be made.

ii. Organized Health Care Delivery System. Select one:

No. The state does notemploy Organized Health CareDeliverySystem(OHCDS) arrangements 
under the provisions of 42 CFR §447.10.

Yes. The waiver provides for the use of OrganizedHealth Care Delivery System arrangements under 
the provisions of 42 CFR §447.10.

Specify the following: (a) the entities that are designated as an OHCDS and how these entities qualify for 
designation as an OHCDS; (b) the procedures for direct provider enrollment when a provider does not 
voluntarily agreeto contract witha designatedOHCDS; (c) the method(s) forassuring that participants have 
free choice of qualified providers when an OHCDS arrangement is employed, including the selection of 
providers not affiliated with the OHCDS; (d) the method(s) for assuring that providers that furnish services 
under contract with an OHCDS meet applicable provider qualifications under the waiver; (e) how it is 
assured that OHCDS contracts with providers meet applicable requirements; and, (f) how financial 
accountability is assured when an OHCDS arrangement is used:
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Fiscal Intermediary Providers
A) Fiscal Intermediary(FI) providers serveas an OHCDSfor self-directedservices includingself-directed 
staffing (Community Habilitation, Respite and SEMP), Individual Directed Goods and Services (IDGS), 
Live-in Caregiver, and Service Brokerage. FIs also function as an OHCDS for all individuals who opt to 
receive Community Transition Services (CTS).

B) Provideragencies thatdeliver services underthiswaiverare not required to contractwith the designated 
OHCDS. A potential FI provider interested in becomingan FI/OHCDS may apply todo so as partof initial 
certification or by amending its HCBS Waiver operating certificate. The FI must meet all regulatory 
requirements to be certified to deliver an HCBS Waiver service. To become a provider, the entity can 
contact the OPWDD for information regarding the application process.

C) The person’s Care Manager supports the personand their legalrepresentatives and families by sharing 
information about the various services, providers, and service delivery models available. Participants may 
choose any OPWDD approved provider or opt to self-direct HCBS Waiver services with budget authority 
and use an FI. All individuals havethechoiceof morethan one FI for bothself-directedservices andCTS. 
The person’s free choice of service providers is also presented to all potential HCBS Waiver applicants at 
“Front Door Sessions” conducted routinely by OPWDD Regional Office Staff.

D) An FI must attest that all staff qualifications are met as set forth in regulations and published policy 
guidance and must provide supporting documentation upon request. The FI enters into an employment 
agreement or sub-contract with each staff person who delivers self-directed services. FI agencies are
subject to reviewby theOPWDD Division ofQuality Improvement (DQI). DQI reviews staff qualificationas 
part of its Agency Review protocol. For both IDGS and CTS, the FI is required to maintain detailed record 
on the purchase of goods and services from qualified entities or individuals, including invoices.

E) The FI agency is subject to financial audit as described in section I-1 of this application. As part of its 
fiscal audit protocol, OPWDD’s Office ofAuditServices will ensure OHCDS is amongst thewaiver services 
audited each year including oversight of sub-contracts and agreements where one is required.

F) The FI is subject to all the financial accountability safeguards described in this appendix including 
annual cost reportingusing thestate’s Consolidated Fiscal reporting template. Billing for self-directed 
services andCTSis submittedby theFI agencyto theMMISsystem. Accountabilityefforts also include 
Single State and Independent audits as further detailed in Appendix I-1.

iii. Contracts with MCOs, PIHPs or PAHPs.

The state does not contract with MCOs, PIHPs or PAHPs for the provision of waiver services.
The state contracts with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s) 
(PIHP) or prepaidambulatory health plan(s) (PAHP) under the provisionsof §1915(a)(1) of the Act for the 
deliveryof waiver andother services. Participants may voluntarily elect to receivewaiver and other services 
through such MCOs or prepaid health plans. Contracts with these health plans are on file at the state 
Medicaid agency.

Describe: (a) the MCOs and/or healthplans that furnishservices under theprovisions of §1915(a)(1); (b) the 
geographic areas served by these plans; (c) the waiver and other services furnished by these plans; and, (d) 
how payments are made to the health plans.

The Fully IntegratedDuals AdvantagePlan(FIDA-IDD) is a voluntary, comprehensiveManagedCarePlan 
that coordinated HCBS Waiver Services and a full array of Medicaid and Medicare services for individuals 
who select this option. The plan began operations in April 2016. There is one plan authorized under the 
State-Federal Medicaid-Medicare demonstration, Partners Health Plan (PHP). PHP operates in the seven 
county Downstate area made up of Long Island, New York City, Westchester and Rockland counties. All 
HCBS waiver services are available as part of the benefit package. PHP receives a monthly Medicaid 
capitation payment. The Medicaid capitation rate that is established by the NYS actuaries under contract 
with NYS Department of Health and approved by CMS.
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This waiver is a partof a concurrent §1915(b)/§1915(c) waiver. Participantsare required toobtain waiver 
and other services through a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid ambulatory 
health plan (PAHP). The §1915(b) waiver specifies the types of health plans that are used and how 
payments to these plans are made.
This waiver is a part of a concurrent ?1115/?1915(c) waiver. Participants are required to obtain waiver and 
other services through a MCO and/or prepaid inpatient health plan (PIHP) or a prepaidambulatoryhealth 
plan (PAHP). The ?1115 waiver specifies the types of health plans that are used andhow payments to these 
plans are made.
If the state uses more than one of the above contract authorities for the deliveryof waiver services, please 
select this option.

In the textbox below, indicate the contract authorities. In addition, if the state contracts with MCOs, PIHPs, 
or PAHPs under the provisions of §1915(a)(1) of the Act to furnish waiver services: Participants may 
voluntarily elect to receivewaiver and other services through such MCOs or prepaidhealthplans. Contracts 
with thesehealth plans are on fileat thestate Medicaidagency. Describe: (a) the MCOs and/or healthplans 
that furnishservices under the provisions of§1915(a)(1); (b) the geographic areasservedby these plans; (c) 
the waiver and other services furnished by these plans; and, (d) how payments are made to the health plans.

Appendix I: Financial Accountability
I-4: Non-Federal Matching Funds (1 of 3)

a. State LevelSource(s) of the Non-FederalShare of Computable Waiver Costs. Specify the statesourceor sources of the 
non-federal share of computable waiver costs. Select at least one:

Appropriation of State Tax Revenues to the State Medicaid agency

Appropriation of State Tax Revenues to a State Agency other than the Medicaid Agency.

If the source of the non-federal share is appropriations to another state agency (or agencies), specify: (a) the state 
entity or agency receiving appropriated funds and (b) the mechanism that is used to transfer the funds to the 
Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any matching 
arrangement, and/or, indicateif thefundsare directlyexpendedby state agencies as CPEs, as indicated in Item I-2-
c:

Other State Level Source(s) of Funds.

Specify: (a) the sourceandnature of funds; (b) the entityor agency thatreceives the funds; and, (c) the mechanism 
that is used to transfer the funds to the Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer 
(IGT), including any matching arrangement, and/or, indicate if funds are directly expended by state agencies as 
CPEs, as indicated in Item I-2-c:

For services delivered by provider agencies, the source of funds for the State share is tax revenues appropriated to 
OPWDD. When provider agenciesbill eMedNY for payment, the Departmentof Healthcovers the non-federalshare 
expenditures in the first instance. Throughout the state fiscal year, such expenditures are applied against OPWDD 
appropriations by the transfer of funds from OPWDD to DOH. The transfer of funds occurs as an accounting 
transaction in the StatewideFinancial System, knownas a JournalVoucher, thateffectively reimburses DOH for the 
actual value of claims made by OPWDD provider agencies.

State tax revenues are thesource of funds for the state share for HCBS Waiver services deliveredby NYS Officefor 
People With Developmental Disabilities (OPWDD). The non-federal share is appropriated to the DOH and paid to 
OPWDD along with the federal share.
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Appendix I: Financial Accountability
I-4: Non-Federal Matching Funds (2 of 3)

b. Local Governmentor Other Source(s) of the Non-Federal Shareof ComputableWaiver Costs. Specify thesourceor 
sources of the non-federal share of computable waiver costs that are not from state sources. Select One:

Not Applicable. There are no local government level sources of funds utilized as the non-federal share.
Applicable
Check each that applies:

Appropriation of Local Government Revenues.

Specify: (a) the localgovernmententity or entities thathave theauthority to levy taxes or other revenues; (b) the 
source(s) of revenue; and, (c) the mechanism that is used to transfer the funds to the Medicaid Agency or Fiscal 
Agent, such as an Intergovernmental Transfer (IGT), including any matching arrangement (indicate any 
intervening entities in the transfer process), and/or, indicate if funds are directly expended by local government 
agencies as CPEs, as specified in Item I-2-c:

Other Local Government Level Source(s) of Funds.

Specify: (a) the source of funds; (b) the local government entity or agency receiving funds; and, (c) the 
mechanism that is used to transfer the funds to the state Medicaid agency or fiscal agent, such as an 
IntergovernmentalTransfer (IGT), including anymatchingarrangement, and/or, indicate if funds aredirectly 
expended by local government agencies as CPEs, as specified in Item I-2-c:

Appendix I: Financial Accountability
I-4: Non-Federal Matching Funds (3 of 3)

c. Information Concerning Certain Sources of Funds. Indicate whether any of the funds listed in Items I-4-a or I-4-b that 
make up the non-federalshare of computable waiver costs comefrom the followingsources: (a) healthcare-related taxes 
or fees; (b) provider-related donations; and/or, (c) federal funds. Select one:

None of the specifiedsources of funds contribute to the non-federalshareof computablewaivercosts 
The following source(s) are used
Check each that applies:

Health care-related taxes or fees 

Local government cost sharing is a part of the financing of provider agency payments. IGTs from counties are 
part of the non-federal matching fundsfor provider agencypaymentsmadethrough theNYS Medicaidpayment 
system. Payments are funded with 50% of federal funding and the balance funded through State funding or a 
combination of state and local funding. Local government entities that provide a portion of the non-federal 
share of computable waiver costs include all 62 counties in New York State (for a listing of each county, visit 
the following URL: http://www.p12.nysed.gov/repcrd2005/links/nycounty.shtml)

State tax revenues are thesource of funds for the state share for HCBS Waiver services deliveredby NYS Office 
for People With Developmental Disabilities (OPWDD). The non-federal share is appropriated to the DOH and 
paid to OPWDD along with the federal share.
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Provider-related donations 



Draft Waiver Amendment 10-01-2023                                                                                                          Page 289 of 370

Federal funds

For each source of funds indicated above, describe the source of the funds in detail:

Appendix I: Financial Accountability
I-5: Exclusion of Medicaid Payment for Room and Board

a. Services Furnished in Residential Settings. Select one:

No services under this waiver arefurnished in residential settingsother than the privateresidence of the 
individual.
As specified in AppendixC, the state furnishes waiver servicesin residential settings other than the personal home 
of the individual.

b. Method for Excluding the Costof Room andBoardFurnished in ResidentialSettings. The followingdescribes the 
methodology that the state uses to exclude Medicaid payment for room and board in residential settings:

When budgeting totalcosts for operatingcertifiedresidences, room and boardcostsare isolated andexcluded from budgeted costs 
associated with service delivery. The budgeted costs associated with service delivery are used to determine the payment rate for 
the residential habilitation services.

Appendix I: Financial Accountability
I-6: Payment for Rent and Food Expenses of an Unrelated Live-In Caregiver

Reimbursement for the Rent and Food Expenses of an Unrelated Live-In Personal Caregiver. Select one:

No. The state does notreimburse for the rentand food expensesof an unrelated live-in personalcaregiver who 
resides in the same household as the participant.

Yes. Per 42 CFR §441.310(a)(2)(ii), the statewill claim FFP for the additionalcostsof rent and food that can 
be reasonably attributed to an unrelated live-in personal caregiver who resides in the same household as the 
waiver participant. The state describes its coverage of live-in caregiver in Appendix C-3 and the costs 
attributable to rent and food for the live-in caregiver are reflected separately in the computation of factor D 
(cost of waiver services) in AppendixJ. FFP for rent andfoodfor a live-in caregiver will not beclaimed when 
the participant lives in the caregiver's home or in a residence that is owned or leased by the provider of 
Medicaid services.

The following is an explanationof: (a) the methodused to apportion the additional costs of rent and foodattributable to 
the unrelated live-in personal caregiver that are incurred by the individual served on the waiver and (b) the method 
used to reimburse these costs:
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OPWDD's Regional Office staff conduct a fair market appraisal for the monthly rent of the apartment to be leased by 
the service recipient, noting actual bedrooms vs. needed bedrooms and whether the lease is a related party
transaction. The district office staff determines what if any, other benefits such as HUD subsidy, HEAP or food stamps 
the service recipientmay be eligibleto receive. Thesebenefits are deducted from the householdcosts for rent, foodand 
utilities prior to calculating costs associated with the live-in caregiver as follows:

The lesser of the actualrentor fairmarketrent is dividedby the actual number of bedrooms to determine the portion 
of monthly rent associated with the live-in caregiver. Annual food and utility costs are estimated for the household, 
reviewed for reasonableness by district office staff, and divided by, the number of persons residing in the household 
times twelve months, to determine the amount associated with the live-in caregiver.

If the lease is a related party transaction, total payment for theportionof rent attributable to the live-incaregiver is 
further limited to the landlord's actual cost of ownership.

If the servicerecipient owns their own home and is makingmortgagepayments, the aforementioned process shallbe 
used, substituting the annual interest paid on the mortgage in lieu of the rental amount. If there is no mortgage, 
reimbursement associated with the live-in caregiver will be limited to the pro rated share of utilities and food only.

Access to Live-inCaregiver services is restricted to individuals enrolled in the Consolidatedself-directionprogram, 
who do not live in certified residences. Further, the person’s Life Plan must list the live-in caregiver service and 
describe the live-in caregiver's role.

The Fiscal Intermediary pays allowable Live-In Care Giver expenses as follows:
• Payment of the total calculated monthly amount may be made directly to the service recipient each month.
• Payment of rent and utilities is made to the landlord or utility company
• Payment may not be made directly to the Live-In caregiver.
• The total service cost for Live-In Caregiver in and of itselfdoes not include any administrativecharges bya 
provider.

Appendix I: Financial Accountability
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (1 of 5)

a. Co-Payment Requirements. Specify whether thestate imposes a co-paymentor similar charge uponwaiver participants 
for waiver services. These charges are calculatedper service and have the effectof reducing the total computableclaim 
for federal financial participation. Select one:

No. The state does not impose a co-payment or similar charge upon participants for waiver services.
Yes. The state imposes a co-payment or similar charge upon participants for one or more waiver services.

i. Co-Pay Arrangement.

Specify the types of co-pay arrangements that are imposed on waiver participants (check each that applies):

Charges Associated with the Provision of Waiver Services (if any arechecked, complete Items I-7-a-ii 
through I-7-a-iv):

Nominal deductible 

Coinsurance

Co-Payment 

Other charge

Specify:
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Appendix I: Financial Accountability
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (2 of 5)

a. Co-Payment Requirements.

ii. Participants Subject to Co-pay Charges for Waiver Services.

Answers provided in Appendix I-7-a indicate that you do not need to complete this section.

Appendix I: Financial Accountability
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (3 of 5)

a. Co-Payment Requirements.

iii. Amount of Co-Pay Charges for Waiver Services.

Answers provided in Appendix I-7-a indicate that you do not need to complete this section.

Appendix I: Financial Accountability
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (4 of 5)

a. Co-Payment Requirements.

iv. Cumulative Maximum Charges.

Answers provided in Appendix I-7-a indicate that you do not need to complete this section.

Appendix I: Financial Accountability
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (5 of 5)

b. Other State Requirement for CostSharing. Specify whether thestate imposes a premium, enrollment feeor
similar cost sharing on waiver participants. Select one:

No. The state does not impose a premium, enrollment fee, or similar cost-sharingarrangementon
waiver participants.

Yes. The state imposes a premium, enrollment fee or similar cost-sharing arrangement.

Describe in detail thecostsharing arrangement, including: (a) the type of cost sharing (e.g., premium,
enrollment fee); (b) the amount of charge and how the amount of the charge is related to total gross family 
income; (c) the groups of participants subject to cost-sharing and the groups who are excluded; and, (d) 
the mechanisms for the collection of cost-sharing and reporting the amount collected on the CMS 64:
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Appendix J: Cost Neutrality Demonstration 

J-1: Composite Overview and Demonstration of Cost-Neutrality Formula 
 

Composite Overview. Complete the fields in Cols. 3, 5 and 6 in the following table for each waiver year. The fields in Cols. 
4, 7 and 8 are auto-calculated based on entries in Cols 3, 5, and 6. The fields in Col. 2 are auto-calculated using the Factor D 
data from the J-2-d Estimate of Factor D tables. Col. 2 fields will be populated ONLY when the Estimate of Factor D tables 
in J-2-d have been completed. 

Level(s) of Care: ICF/IID 
 

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 Col. 8 
Year Factor D Factor D' Total: D+D' Factor G Factor G' Total: G+G'Difference (Col 7 less Column4)

1 71129.00 17402.00 88531.00 205174.00 9185.00 214359.00 125828.00 

2 72443.98 18051.00 90494.98 213830.00 9528.00 223358.00 132863.02 

3 74478.06 18725.00 93203.06 220772.00 9884.00 230656.00 137452.94 

4 77384.53 19424.00 96808.53 229010.00 10252.00 239262.00 142453.47 

5 81210.82 20149.00 101359.82 237555.00 10635.00 248190.00 146830.18 

 
Appendix J: Cost Neutrality Demonstration 

J-2: Derivation of Estimates (1 of 9) 
 

a. Number Of Unduplicated Participants Served. Enter the total number of unduplicated participants from Item B-3-a who 
will be served each year that the waiver is in operation. When the waiver serves individuals under more than one level of  
care, specify the number of unduplicated participants for each level of care: 

 

Table: J-2-a: Unduplicated Participants 
 

Waiver Year 

 
Total Unduplicated Number of Participants

(from Item B-3-a) 

Distribution of Unduplicated Participants 
by Level of Care (if applicable) 

Level of Care: 
ICF/IID 

Year 1 93594  93594 

Year 2 96573  96573 

Year 3 100635  100635 

Year 4 101375  101375 

Year 5 102253  102253 
 

Appendix J: Cost Neutrality Demonstration 
J-2: Derivation of Estimates (2 of 9) 

 

b. Average Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver by participants in  
item J-2-a. 

 
 

 

Appendix J: Cost Neutrality Demonstration 
J-2: Derivation of Estimates (3 of 9) 

 

c. Derivation of Estimates for Each Factor. Provide a narrative description for the derivation of the estimates of the 
following factors. 

The average length of stay for this Waiver Amendment is 356.8 days. This is calculated based on NYS-OPWDD’s 
10/01/2017 to 09/30/2018, 372(S) report data for Waiver Year four of NY.0238.R05. 
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i. Factor D Derivation. The estimates of Factor D for each waiver year are located in Item J-2-d. The basis and 
methodology for these estimates is as follows: 
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In May 2019, summary claim (fee-for-service) and encounter (FIDA-IDD demonstration) data (unique recipients, 
claims, service units, and payments) for each current HCBS waiver service was extracted from the NYS DOH  
Medicaid Data Warehouse for the following service periods: October 1, 2014 to September 30, 2015, October 1, 
2015 to September 30, 2016, October 1, 2016 to September 30, 2017, and October 1, 2017 to September 30, 2018. 
Recent utilization and cost trends were then calculated from this historic data. Figures provided for new waiver 
year 1 are projected from the October 1, 2017 to September 30, 2018 actuals with the following adjustments:  
Waiver year five (October 1, 2018 to September 30,2019) were projected based on the 2014 to 2018 Medicaid  
summary claim data by applying an overall percent change factor and trending the data forward to project Waiver 
Year five enrollments. Data was then adjusted for known factors such as the implementation of the Community 
First Choice Option state plan service. 

 
NYS bases Factor D projections on extracted paid claims. There are a number of advantages. First, the data 
reflects the most recent utilization trends available. NYS understands the need to allow for claim lag run-out. But 
allowing an 8 month run-out, as we did in this case, is sufficient to establish a reliable base for future projections 
–especially when one considers that HCBS waiver services are not covered by other payers and NYS regulations 
require claim submission within 90 days of the service date with limited exceptions. Second, using a paid claim 
extract permits us to drill down into the data to look at patterns within broad waiver reporting categories. The 
CMS 372 report figures for the vary broad category, “residential habilitation.”  Using a paid cla im extract we are 
able to differentiate trends in the various models of “residential habilitation”, which have widely differing cost  
experience. For example, between 10/1/17 and 9/30/18, the average per diem cost of supervised IRA model was 
$343, supportive IRA model equivalent was $119, and the family care model was $88. So, different assumptions 
regarding the future growth rates of the various subcomponents of “residential habilitation” impact future 
projections. Finally, in the waiver application, CMS requires us to make several data breaks that are not reported 
in the CMS 372. These include separate figures for self-directed and provider-directed service model 
participation and adjustments for waiver services transitioning to the Medicaid State Plan under CFCO. The 
waiver application also requests projections on waiver service use within managed care. 

 
For Year 1 of the waiver (2019-20), Factor D was based on the historical data from the Medicaid Payment 
System. The base data used for this analysis was extracted in May 2019 and reflects the following service periods: 

 
10/01/14 to 09/30/15 
10/01/15 to 09/30/16 
10/01/16 to 09/30/17 
10/01/17 to 09/30/18 

 
Recent utilization and cost trends were calculated from this historic data. The historic data was used as a base to 
develop a projection of overall anticipated changes for the current Waiver Year 5. Those percent changes were  
applied to the new Waiver for the next five year period, in conjunction with the anticipated and previously  
mentioned adjustments for Community First Choice Option (CFCO) state plan services. 

 
The average cost per unit was determined from the historical payment data referenced above and projected for 
19/20. Likewise, this data was trended forward for the next five years. The total cost was determined by 
multiplying the number of users by the average units per user by the average cost per unit. The average cost per 
unit for Supervised IRA Residential Habilitation services has been adjusted downward by 2.8% to reflect New 
York State Budget Savings Actions for Waiver Years 2 through 5. 

 
The estimated number of users was calculated based on Medicaid Payment Data trended for year to year growth  
over the last five years. Data was further refined to reflect known or anticipated changes expected to impact 
service utilization over the next five years. The anticipated decrease in the new enrollees in the final two years of  
the Waiver is based upon increased use of Community First Choice Option services and increased enrollment in 
the Children's Waiver as an alternative to the OPWDD Comprehensive Waiver, OPWDD will monitor trends and 
may adjust outlying years if needed. The projected reduction in utilization of Hourly Community Habilitation is 
anticipated based upon improved cross-system care coordination and increased access to state plan alternatives to 
Community Habilitation. 

 
The units per user and the average cost per unit was determined based on historical data from the Medicaid 
payment system for the following service periods: 
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ii. Factor D' Derivation. The estimates of Factor D' for each waiver year are included in Item J-1. The basis of these 
estimates is as follows: 

 
 

iii. Factor G Derivation. The estimates of Factor G for each waiver year are included in Item J-1. The basis of these 
estimates is as follows: 

 
 

iv. Factor G' Derivation. The estimates of Factor G' for each waiver year are included in Item J-1. The basis of these 
estimates is as follows: 

 
 

 

Appendix J: Cost Neutrality Demonstration 
J-2: Derivation of Estimates (4 of 9) 

Component management for waiver services. If the service(s) below includes two or more discrete services that are reimbursed 
separately, or is a  bundled service, each component of the service must be listed. Select “manage components” to add these 
components. 

 
10/01/14 to 09/30/15 
10/01/15 to 09/30/16 
10/01/16 to 09/30/17 
10/01/17 to 09/30/18 
 
Additionally, the average units per user for Supervised IRA Residential Habilitation services were adjusted 
downward by 2.3% for Waiver Years 2 through 5. These revisions are being made to reflect New York State 
Budget Savings Actions that reduce leave day billing. 
 
The Medicaid payment data referenced above was used to project individuals and cost for Waiver year five of the  
current Waiver 19/20 and projected forward for the next five years. The historic data was used as a base to 
develop a projection of overall anticipated changes for the current Waiver Year 5. Those percent changes were  
applied to the new Waiver for the next five year period, in conjunction with the anticipated and previously 
mentioned adjustments for Community First Choice Option (CFCO) state plan services. 
 
Effective 07/01/2021 for Waiver Years 2-5, the Respite number of users and the units per user were adjusted to 
reflect slight changes to accommodate the addition of CSIDD services. Adjustments were made based on 2019 
estimates of Resource Center admissions. It is estimated that up to one hundred individuals will be served  
annually. No changes were made to Waiver Year 1. Waiver years 2 through 5 were determined by dividing total 
days of admissions by individuals billed and applying to the original number of units projected 

D prime was calculated based on actual billed non-waiver services provided to waiver enrollees for the period 10- 
1-17 to 10-1-18, trended to 10-1-19 using the BLS CPI for northeast urban medical care services (1.08244). That 
figure was then trended into each subsequent waiver period using the average annual CPI for the period 10 -1-16 
to 10-1-19 from the same BLS table (1.03731). Care Coordination billing, effective 07/01/18, was annualized 
from one quarter to a full year value. Likewise, Medicaid Service Coordination billing was removed as this 
service was replaced by Care Management services. 

G was calculated based on actual billed ICF services provided to non-waiver enrollees for the period 10-1-17 to 
10-1-18, trended to 10-1-19 using the BLS CPI for northeast urban medical care services (1.08244). That figure 
was then trended into each subsequent waiver period using the average annual CPI for the period 10-1-16 to 10-1- 
19 from the same BLS table (1.03731). 

G prime was calculated based on billed non-institution, non-waiver services provided to OPWDD recipients for 
the calendar year 2017 first trended to 4-1-19, and then trended to 10-1-19 using the BLS CPI for northeast urban 
medical care services (1.03953). That figure was then trended into each subsequent waiver period using the 
average annual CPI for the period 10-1-16 to 10-1-19 from the same BLS table (1.03731). 
 
The data reflects the most recent utilization trends available and provides sufficient time for claim lag run-out. 
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Waiver Services

Day Habilitation

Live-in Caregiver (42 CFR §441.303(f)(8))

Prevocational Services

Residential Habilitation

Respite

Supported Employment (SEMP)

Community Transition Services

Fiscal Intermediary (FI)

Individual Directed Goods and Services

Support Brokerage

Assistive Technology - Adaptive Devices

Community Habilitation

Environmental Modifications (Home Accessibility)

Family Education and Training

Intensive Behavioral Services

Pathway to Employment

Vehicle Modifications

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (5 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/§1915(c) Waivers, or other authorities utilizing capitated arrangements (i.e., 1915(a),
1932(a), Section 1937). Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units
Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box
next to that service. Select Save and Calculate to automatically calculate and populate the Component Costs and Total
Costs fields. All fields in this table must be completed in order to populate the Factor D fields in the J-1 Composite
Overview table.

Waiver Year: Year 1

Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Day Habilitation
Total:

1358089920.00

Day
Habilitation -
Group - FFS

1353248820.00Daily 46123 180.00 163.00

Day
Habilitation -
Group - MC

4841100.00Daily 165 180.00 163.00

Live-in
Caregiver (42
CFR
§441.303(f)(8))
Total:

1152921.00

GRAND TOTAL: 6657255464.00

Total: Services included in capitation: 21232050.00

Total: Services not included in capitation: 6636023414.00

Total Estimated Unduplicated Participants: 93594

Factor D (Divide total by number of participants): 71129.00

Services included in capitation: 227.00

Services not included in capitation: 70902.00

Average Length of Stay on the Waiver: 355
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Live-in
Caregiver -
FFS

1152921.00Pay Charges 147 11.00 713.00

Live-in
Caregiver -
MC

0.00Pay Charges 0 11.00 713.00

Prevocational
Services Total:

127276680.00

Prevocational
Services -
Community
Based - FFS

79112696.00Hourly 6172 493.00 26.00

Prevocational
Services -
Community
Based - MC

102544.00Hourly 8 493.00 26.00

Prevocational
Services - Site
Based - FFS

47508480.00Daily 3093 128.00 120.00

Prevocational
Services - Site
Based - MC

552960.00Daily 36 128.00 120.00

Residential
Habilitation
Total:

3934606866.00

Certified Prog.
Intensive Res.
Hab. - MC

13960896.00Daily 114 344.00 356.00

Certified Prog.
Supportive
Res. Hab. -
MC

346203.00Monthly 9 11.00 3497.00

Certified Prog.
Supportive
Res. Hab. -
FFS

87281623.00Monthly 2269 11.00 3497.00

Certified Prog.
Intensive Res.
Hab. - FFS

3792832544.00Daily 30971 344.00 356.00

Family Care -
MC

215040.00Daily 8 320.00 84.00
Family Care -
FFS

39970560.00Daily 1487 320.00 84.00

Respite Total: 193986633.00

Respite - Self-
Directed - FFS

58391550.00Hourly 4175 666.00 21.00
Respite -
Hourly - MC

185250.00Hourly 26 285.00 25.00
Respite - Self-
Directed - MC 41958.00Hourly 3 666.00 21.00
Respite -
Hourly - FFS

135367875.00Hourly 18999 285.00 25.00

GRAND TOTAL: 6657255464.00

Total: Services included in capitation: 21232050.00

Total: Services not included in capitation: 6636023414.00

Total Estimated Unduplicated Participants: 93594

Factor D (Divide total by number of participants): 71129.00

Services included in capitation: 227.00

Services not included in capitation: 70902.00

Average Length of Stay on the Waiver: 355
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Supported
Employment
(SEMP) Total:

105602464.00

SEMP -
Hourly - FFS

99440460.00Hourly 9954 135.00 74.00
SEMP - Self-
Directed - MC 47960.00Hourly 5 218.00 44.00
SEMP -
Hourly - MC

339660.00Hourly 34 135.00 74.00

SEMP - Self-
Directed - FFS

5774384.00Hourly 602 218.00 44.00
Community
Transition
Services Total:

121890.00

Community
Transition
Services - FFS

121890.00Pay Charges 51 239.00 10.00

Community
Transition
Services - MC

0.00Pay Charges 0 239.00 10.00

Fiscal
Intermediary
(FI) Total:

110297140.00

Fiscal
Intermediary -
MC

16710.00Monthly 3 10.00 557.00

Fiscal
Intermediary -
FFS

110280430.00Monthly 19799 10.00 557.00

Individual
Directed Goods
and Services
Total:

61192500.00

Individual
Goods and
Services - FFS

61180200.00Pay Charges 14922 410.00 10.00

Individual
Goods and
Services - MC

12300.00Pay Charges 3 410.00 10.00

Support
Brokerage Total:

23539200.00

Support
Brokerage -
MC

4800.00Hourly 4 30.00 40.00

Support
Brokerage -
FFS

23534400.00Hourly 19612 30.00 40.00

Assistive
Technology -
Adaptive Devices
Total:

668400.00

Adaptive
Technologies- 0.00Pay Charges 0 1.00 0.01

GRAND TOTAL: 6657255464.00

Total: Services included in capitation: 21232050.00

Total: Services not included in capitation: 6636023414.00

Total Estimated Unduplicated Participants: 93594

Factor D (Divide total by number of participants): 71129.00

Services included in capitation: 227.00

Services not included in capitation: 70902.00

Average Length of Stay on the Waiver: 355
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

MC

Adaptive
Technologies-
FFS

668400.00Pay Charges 240 1.00 2785.00

Community
Habilitation
Total:

726274086.00

Community
Hab - Self-
Direction -
MC

147588.00Hourly 7 753.00 28.00

Community
Hab - Self-
Direction -
FFS

449025948.00Hourly 21297 753.00 28.00

Community
Hab - Hourly -
MC

410205.00Hourly 29 345.00 41.00

Community
Hab - Hourly -
FFS

276690345.00Hourly 19561 345.00 41.00

Environmental
Modifications
(Home
Accessibility)
Total:

3870000.00

Environmental
Modifications
- MC

0.00Pay Charges 0 1.00 15000.00

Environmental
Modifications
- FFS

3870000.00Pay Charges 258 1.00 15000.00

Family
Education and
Training Total:

95940.00

Family
Education and
Training - FFS

95940.00Session 533 2.00 90.00

Intensive
Behavioral
Services Total:

338365.00

Intensive
Behavioral
Services -
Plan Fee -
FFS

208125.00Pay Charges 111 1.00 1875.00

Intensive
Behavioral
Services -
Service Hours
- MC

2220.00Hourly 3 10.00 74.00

Intensive
Behavioral
Services -
Service Hours
- FFS

128020.00Hourly 173 10.00 74.00

GRAND TOTAL: 6657255464.00

Total: Services included in capitation: 21232050.00

Total: Services not included in capitation: 6636023414.00

Total Estimated Unduplicated Participants: 93594

Factor D (Divide total by number of participants): 71129.00

Services included in capitation: 227.00

Services not included in capitation: 70902.00

Average Length of Stay on the Waiver: 355
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Intensive
Behavioral
Services -
Plan Fee - MC

0.00Pay Charges 0 1.00 1875.00

Pathway to
Employment
Total:

8236464.00

Pathway to
Employment -
FFS

8231808.00Hourly 1768 97.00 48.00

Pathway to
Employment -
MC

4656.00Hourly 1 97.00 48.00

Vehicle
Modifications
Total:

1905995.00

Vehicle
Modifications
- FFS

1905995.00Pay Charges 91 1.00 20945.00

Vehicle
Modifications
- MC

0.00Pay Charges 0 1.00 20945.00

GRAND TOTAL: 6657255464.00

Total: Services included in capitation: 21232050.00

Total: Services not included in capitation: 6636023414.00

Total Estimated Unduplicated Participants: 93594

Factor D (Divide total by number of participants): 71129.00

Services included in capitation: 227.00

Services not included in capitation: 70902.00

Average Length of Stay on the Waiver: 355

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (6 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/§1915(c) Waivers, or other concurrent managed care authorities utilizing capitated
payment arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units
Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box
next to that service. Select Save and Calculate to automatically calculate and populate the Component Costs and Total
Costs fields. All fields in this table must be completed in order to populate the Factor D fields in the J-1 Composite
Overview table.

Waiver Year: Year 2

Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Day Habilitation
Total:

1375556232.00

Day
Habilitation -
Group - FFS

1370739552.00Daily 46956 178.00 164.00

GRAND TOTAL: 6996132905.00

Total: Services included in capitation: 20848025.76

Total: Services not included in capitation: 6975284879.24

Total Estimated Unduplicated Participants: 96573

Factor D (Divide total by number of participants): 72443.98

Services included in capitation: 215.88

Services not included in capitation: 72228.11

Average Length of Stay on the Waiver: 356
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Day
Habilitation -
Group - MC

4816680.00Daily 165 178.00 164.00

Live-in
Caregiver (42
CFR
§441.303(f)(8))
Total:

1315032.00

Live-in
Caregiver -
FFS

1315032.00Pay Charges 157 12.00 698.00

Live-in
Caregiver -
MC

0.00Pay Charges 0 12.00 698.00

Prevocational
Services Total:

144187920.00

Prevocational
Services -
Community
Based - FFS

104677704.00Hourly 7864 493.00 27.00

Prevocational
Services -
Community
Based - MC

106488.00Hourly 8 493.00 27.00

Prevocational
Services - Site
Based - FFS

38841264.00daily 2486 124.00 126.00

Prevocational
Services - Site
Based - MC

562464.00daily 36 124.00 126.00

Residential
Habilitation
Total:

3871273145.94

Certified Prog.
Intensive Res.
Hab. - MC

13514186.82daily 114 336.08 352.73

Certified Prog.
Supportive
Res. Hab. -
MC

349569.00monthly 9 11.00 3531.00

Certified Prog.
Supportive
Res. Hab. -
FFS

87081522.00monthly 2242 11.00 3531.00

Certified Prog.
Intensive Res.
Hab. - FFS

3732642108.12daily 31487 336.08 352.73

Family Care -
MC 215040.00Daily 8 320.00 84.00
Family Care -
FFS

37470720.00Daily 1394 320.00 84.00

Respite Total: 255360150.00

Respite - Self-
Directed - FFS

109448640.00hourly

GRAND TOTAL: 6996132905.00

Total: Services included in capitation: 20848025.76

Total: Services not included in capitation: 6975284879.24

Total Estimated Unduplicated Participants: 96573

Factor D (Divide total by number of participants): 72443.98

Services included in capitation: 215.88

Services not included in capitation: 72228.11

Average Length of Stay on the Waiver: 356
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

5429 960.00 21.00

Respite -
Hourly - MC

192660.00Hourly 26 285.00 26.00
Respite - Self-
Directed - MC

60480.00Hourly 3 960.00 21.00
Respite -
Hourly - FFS 145658370.00Hourly 19657 285.00 26.00

Supported
Employment
(SEMP) Total:

115254594.00

SEMP -
Hourly - FFS

107862326.00hourly 10193 143.00 74.00
SEMP - Self-
Directed - MC

55200.00Hourly 5 230.00 48.00
SEMP -
Hourly - MC

359788.00Hourly 34 143.00 74.00
SEMP - Self-
Directed - FFS

6977280.00Hourly 632 230.00 48.00
Community
Transition
Services Total:

122400.00

Community
Transition
Services - FFS

122400.00Pay Charges 51 240.00 10.00

Community
Transition
Services - MC

0.00Pay Charges 0 240.00 10.00

Fiscal
Intermediary
(FI) Total:

152868650.00

Fiscal
Intermediary -
MC

18381.00Monthly 3 11.00 557.00

Fiscal
Intermediary -
FFS

152850269.00Monthly 24947 11.00 557.00

Individual
Directed Goods
and Services
Total:

84913920.00

Individual
Goods and
Services - FFS

84900480.00Pay Charges 18951 448.00 10.00

Individual
Goods and
Services - MC

13440.00Pay Charges 3 448.00 10.00

Support
Brokerage Total:

29658000.00

Support
Brokerage -
MC

4800.00Hourly 4 30.00 40.00

GRAND TOTAL: 6996132905.00

Total: Services included in capitation: 20848025.76

Total: Services not included in capitation: 6975284879.24

Total Estimated Unduplicated Participants: 96573

Factor D (Divide total by number of participants): 72443.98

Services included in capitation: 215.88

Services not included in capitation: 72228.11

Average Length of Stay on the Waiver: 356



Draft Waiver Amendment 10-01-2023                                                                                                          Page 303 of 370

Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Support
Brokerage -
FFS

29653200.00Hourly 24711 30.00 40.00

Assistive
Technology -
Adaptive Devices
Total:

648905.00

Adaptive
Technologies-
MC

0.00Pay Charges 0 1.00 2785.00

Adaptive
Technologies-
FFS

648905.00Pay Charges 233 1.00 2785.00

Community
Habilitation
Total:

950726814.06

Community
Hab - Self-
Direction -
MC

159761.00Hourly 7 787.00 29.00

Community
Hab - Self-
Direction -
FFS

653993065.00Hourly 28655 787.00 29.00

Community
Hab - Hourly -
MC

412085.94Hourly 29 338.33 42.00

Community
Hab - Hourly -
FFS

296161902.12Hourly 20842 338.33 42.00

Environmental
Modifications
(Home
Accessibility)
Total:

3690000.00

Environmental
Modifications
- MC

0.00Pay Charges 0 1.00 15000.00

Environmental
Modifications
- FFS

3690000.00Pay Charges 246 1.00 15000.00

Family
Education and
Training Total:

81000.00

Family
Education and
Training - FFS

81000.00Session 450 2.00 90.00

Intensive
Behavioral
Services Total:

377699.00

Intensive
Behavioral
Services -
Plan Fee -
FFS

232199.00Pay Charges 121 1.00 1919.00

Intensive 2250.00

GRAND TOTAL: 6996132905.00

Total: Services included in capitation: 20848025.76

Total: Services not included in capitation: 6975284879.24

Total Estimated Unduplicated Participants: 96573

Factor D (Divide total by number of participants): 72443.98

Services included in capitation: 215.88

Services not included in capitation: 72228.11

Average Length of Stay on the Waiver: 356
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Behavioral
Services -
Service Hours
- MC

Hourly 3 10.00 75.00

Intensive
Behavioral
Services -
Service Hours
- FFS

143250.00Hourly 191 10.00 75.00

Intensive
Behavioral
Services -
Plan Fee - MC

0.00Pay Charges 0 1.00 1919.00

Pathway to
Employment
Total:

8192448.00

Pathway to
Employment -
FFS

8187696.00hourly 1723 99.00 48.00

Pathway to
Employment -
MC

4752.00hourly 1 99.00 48.00

Vehicle
Modifications
Total:

1905995.00

Vehicle
Modifications
- FFS

1905995.00Pay Charges 91 1.00 20945.00

Vehicle
Modifications
- MC

0.00Pay Charges 0 1.00 20945.00

GRAND TOTAL: 6996132905.00

Total: Services included in capitation: 20848025.76

Total: Services not included in capitation: 6975284879.24

Total Estimated Unduplicated Participants: 96573

Factor D (Divide total by number of participants): 72443.98

Services included in capitation: 215.88

Services not included in capitation: 72228.11

Average Length of Stay on the Waiver: 356

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (7 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/§1915(c) Waivers, or other concurrent managed care authorities utilizing capitated
payment arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units
Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box
next to that service. Select Save and Calculate to automatically calculate and populate the Component Costs and Total
Costs fields. All fields in this table must be completed in order to populate the Factor D fields in the J-1 Composite
Overview table.

Waiver Year: Year 3
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Day Habilitation
Total:

1451593440.00

Day
Habilitation -
Group - FFS

1421624160.00Daily 48954 176.00 165.00

Day
Habilitation -
Group - MC

29969280.00Daily 1032 176.00 165.00

Live-in
Caregiver (42
CFR
§441.303(f)(8))
Total:

1337904.00

Live-in
Caregiver -
FFS

1321488.00Pay Charges 161 12.00 684.00

Live-in
Caregiver -
MC

16416.00Pay Charges 2 12.00 684.00

Prevocational
Services Total:

175111320.00

Prevocational
Services -
Community
Based - FFS

138316080.00Hourly 10020 493.00 28.00

Prevocational
Services -
Community
Based - MC

1242360.00Hourly 90 493.00 28.00

Prevocational
Services - Site
Based - FFS

32143920.00daily 1999 120.00 134.00

Prevocational
Services - Site
Based - MC

3408960.00daily 212 120.00 134.00

Residential
Habilitation
Total:

4077923879.75

Certified Prog.
Intensive Res.
Hab. - MC

84339928.00Daily 698 336.08 359.53

Certified Prog.
Supportive
Res. Hab. -
MC

2118204.00Monthly 54 11.00 3566.00

Certified Prog.
Supportive
Res. Hab. -
FFS

86885590.00Monthly 2215 11.00 3566.00

Certified Prog.
Intensive Res.
Hab. - FFS

3868157757.75Daily 32013 336.08 359.53

Family Care -
MC 1263360.00Daily 47 320.00 84.00
Family Care - 35159040.00

GRAND TOTAL: 7495099403.87

Total: Services included in capitation: 126355748.44

Total: Services not included in capitation: 7368743655.43

Total Estimated Unduplicated Participants: 100635

Factor D (Divide total by number of participants): 74478.06

Services included in capitation: 1255.58

Services not included in capitation: 73222.47

Average Length of Stay on the Waiver: 356
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

FFS daily 1308 320.00 84.00

Respite Total: 321450640.00

Respite - Self-
Directed - FFS 161566776.00Hourly 5559 1384.00 21.00
Respite -
Hourly - MC

1107600.00Hourly 150 284.00 26.00

Respite - Self-
Directed - MC

116256.00Hourly 4 1384.00 21.00
Respite -
Hourly - FFS

158660008.00hourly 21487 284.00 26.00
Supported
Employment
(SEMP) Total:

128648628.80

SEMP -
Hourly - FFS

118580690.24Hourly 10438 152.00 74.74
SEMP - Self-
Directed - MC 94245.12Hourly 8 243.00 48.48
SEMP -
Hourly - MC

2351619.36Hourly 207 152.00 74.74
SEMP - Self-
Directed - FFS

7622074.08Hourly 647 243.00 48.48
Community
Transition
Services Total:

123420.00

Community
Transition
Services - FFS

123420.00Pay Charges 51 242.00 10.00

Community
Transition
Services - MC

0.00Pay Charges 0 242.00 10.00

Fiscal
Intermediary
(FI) Total:

156624501.00

Fiscal
Intermediary -
MC

122540.00monthly 20 11.00 557.00

Fiscal
Intermediary -
FFS

156501961.00Monthly 25543 11.00 557.00

Individual
Directed Goods
and Services
Total:

95376750.00

Individual
Goods and
Services - FFS

95273640.00Pay Charges 19404 491.00 10.00

Individual
Goods and
Services - MC

103110.00Pay Charges 21 491.00 10.00

GRAND TOTAL: 7495099403.87

Total: Services included in capitation: 126355748.44

Total: Services not included in capitation: 7368743655.43

Total Estimated Unduplicated Participants: 100635

Factor D (Divide total by number of participants): 74478.06

Services included in capitation: 1255.58

Services not included in capitation: 73222.47

Average Length of Stay on the Waiver: 356
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Support
Brokerage Total:

30392400.00

Support
Brokerage -
MC

30000.00hourly 25 30.00 40.00

Support
Brokerage -
FFS

30362400.00Hourly 25302 30.00 40.00

Assistive
Technology -
Adaptive Devices
Total:

634980.00

Adaptive
Technologies-
MC

2785.00Pay Charges 1 1.00 2785.00

Adaptive
Technologies-
FFS

632195.00Pay Charges 227 1.00 2785.00

Community
Habilitation
Total:

1041722122.32

Community
Hab - Self-
Direction -
MC

1012290.00Hourly 41 823.00 30.00

Community
Hab - Self-
Direction -
FFS

724404600.00Hourly 29340 823.00 30.00

Community
Hab - Hourly -
MC

2443890.96Hourly 171 340.28 42.00

Community
Hab - Hourly -
FFS

313861341.36Hourly 21961 340.28 42.00

Environmental
Modifications
(Home
Accessibility)
Total:

3525000.00

Environmental
Modifications
- MC

0.00Pay Charges 0 1.00 15000.00

Environmental
Modifications
- FFS

3525000.00Pay Charges 235 1.00 15000.00

Family
Education and
Training Total:

68400.00

Family
Education and
Training - FFS

68400.00Session 380 2.00 90.00

Intensive
Behavioral
Services Total:

420055.00

GRAND TOTAL: 7495099403.87

Total: Services included in capitation: 126355748.44

Total: Services not included in capitation: 7368743655.43

Total Estimated Unduplicated Participants: 100635

Factor D (Divide total by number of participants): 74478.06

Services included in capitation: 1255.58

Services not included in capitation: 73222.47

Average Length of Stay on the Waiver: 356
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Intensive
Behavioral
Services -
Plan Fee -
FFS

257415.00Pay Charges 131 1.00 1965.00

Intensive
Behavioral
Services -
Service Hours
- MC

2280.00Hourly 3 10.00 76.00

Intensive
Behavioral
Services -
Service Hours
- FFS

160360.00Hourly 211 10.00 76.00

Intensive
Behavioral
Services -
Plan Fee - MC

0.00Pay Charges 0 1.00 1965.00

Pathway to
Employment
Total:

8239968.00

Pathway to
Employment -
FFS

8220384.00Hourly 1679 102.00 48.00

Pathway to
Employment -
MC

19584.00Hourly 4 102.00 48.00

Vehicle
Modifications
Total:

1905995.00

Vehicle
Modifications
- FFS

1905995.00Pay Charges 91 1.00 20945.00

Vehicle
Modifications
- MC

0.00Pay Charges 0 1.00 20945.00

GRAND TOTAL: 7495099403.87

Total: Services included in capitation: 126355748.44

Total: Services not included in capitation: 7368743655.43

Total Estimated Unduplicated Participants: 100635

Factor D (Divide total by number of participants): 74478.06

Services included in capitation: 1255.58

Services not included in capitation: 73222.47

Average Length of Stay on the Waiver: 356

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (8 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/§1915(c) Waivers, or other concurrent managed care authorities utilizing capitated
payment arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units
Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box
next to that service. Select Save and Calculate to automatically calculate and populate the Component Costs and Total
Costs fields. All fields in this table must be completed in order to populate the Factor D fields in the J-1 Composite
Overview table.

Waiver Year: Year 4
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Day Habilitation
Total:

1496653344.00

Day
Habilitation -
Group - FFS

1439867400.00Daily 49850 174.00 166.00

Day
Habilitation -
Group - MC

56785944.00Daily 1966 174.00 166.00

Live-in
Caregiver (42
CFR
§441.303(f)(8))
Total:

1340676.00

Live-in
Caregiver -
FFS

1316592.00Pay Charges 164 12.00 669.00

Live-in
Caregiver -
MC

24084.00Pay Charges 3 12.00 669.00

Prevocational
Services Total:

213340936.00

Prevocational
Services -
Community
Based - FFS

176359904.00hourly 12776 493.00 28.00

Prevocational
Services -
Community
Based - MC

4334456.00hourly 314 493.00 28.00

Prevocational
Services - Site
Based - FFS

26284092.00daily 1607 116.00 141.00

Prevocational
Services - Site
Based - MC

6362484.00daily 389 116.00 141.00

Residential
Habilitation
Total:

4298207848.91

Certified Prog.
Intensive Res.
Hab. - MC

165345038.34day 1343 336.08 366.33

Certified Prog.
Supportive
Res. Hab. -
MC

3961100.00monthly 100 11.00 3601.00

Certified Prog.
Supportive
Res. Hab. -
FFS

86668868.00monthly 2188 11.00 3601.00

Certified Prog.
Intensive Res.
Hab. - FFS

4006939402.57day 32546 336.08 366.33

Family Care -
MC 2338560.00Daily 87 320.00 84.00
Family Care - 32954880.00

GRAND TOTAL: 7844856749.22

Total: Services included in capitation: 254033954.96

Total: Services not included in capitation: 7590822794.26

Total Estimated Unduplicated Participants: 101375

Factor D (Divide total by number of participants): 77384.53

Services included in capitation: 2505.88

Services not included in capitation: 74878.65

Average Length of Stay on the Waiver: 356
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

FFS Daily 1226 320.00 84.00

Respite Total: 337822656.00

Respite - Self-
Directed - FFS 165199776.00hourly 5684 1384.00 21.00
Respite -
Hourly - MC

2185380.00Hourly 285 284.00 27.00

Respite - Self-
Directed - MC

261576.00Hourly 9 1384.00 21.00
Respite -
Hourly - FFS

170175924.00Hourly 22193 284.00 27.00
Supported
Employment
(SEMP) Total:

144035499.06

SEMP -
Hourly - FFS

130719842.82Hourly 10689 162.00 75.49
SEMP - Self-
Directed - MC 175472.64Hourly 14 256.00 48.96
SEMP -
Hourly - MC

4842834.48Hourly 396 162.00 75.49
SEMP - Self-
Directed - FFS

8297349.12Hourly 662 256.00 48.96
Community
Transition
Services Total:

124440.00

Community
Transition
Services - FFS

124440.00Pay Charges 51 244.00 10.00

Community
Transition
Services - MC

0.00Pay Charges 0 244.00 10.00

Fiscal
Intermediary
(FI) Total:

174820020.00

Fiscal
Intermediary -
MC

247308.00monthly 37 12.00 557.00

Fiscal
Intermediary -
FFS

174572712.00monthly 26118 12.00 557.00

Individual
Directed Goods
and Services
Total:

106975920.00

Individual
Goods and
Services - FFS

106744580.00Pay Charges 19841 538.00 10.00

Individual
Goods and
Services - MC

231340.00Pay Charges 43 538.00 10.00

GRAND TOTAL: 7844856749.22

Total: Services included in capitation: 254033954.96

Total: Services not included in capitation: 7590822794.26

Total Estimated Unduplicated Participants: 101375

Factor D (Divide total by number of participants): 77384.53

Services included in capitation: 2505.88

Services not included in capitation: 74878.65

Average Length of Stay on the Waiver: 356
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Support
Brokerage Total:

31108800.00

Support
Brokerage -
MC

63600.00Hourly 53 30.00 40.00

Support
Brokerage -
FFS

31045200.00hourly 25871 30.00 40.00

Assistive
Technology -
Adaptive Devices
Total:

621055.00

Adaptive
Technologies-
MC

8355.00Pay Charges 3 1.00 2785.00

Adaptive
Technologies-
FFS

612700.00Pay Charges 220 1.00 2785.00

Community
Habilitation
Total:

1025700876.25

Community
Hab - Self-
Direction -
MC

2052820.00Hourly 77 860.00 31.00

Community
Hab - Self-
Direction -
FFS

799800000.00hourly 30000 860.00 31.00

Community
Hab - Hourly -
MC

4724947.50Hourly 322 341.25 43.00

Community
Hab - Hourly -
FFS

219123108.75Hourly 14933 341.25 43.00

Environmental
Modifications
(Home
Accessibility)
Total:

3375000.00

Environmental
Modifications
- MC

15000.00Pay Charges 1 1.00 15000.00

Environmental
Modifications
- FFS

3360000.00Pay Charges 224 1.00 15000.00

Family
Education and
Training Total:

57780.00

Family
Education and
Training - FFS

57780.00Session 321 2.00 90.00

Intensive
Behavioral
Services Total:

470063.00

GRAND TOTAL: 7844856749.22

Total: Services included in capitation: 254033954.96

Total: Services not included in capitation: 7590822794.26

Total Estimated Unduplicated Participants: 101375

Factor D (Divide total by number of participants): 77384.53

Services included in capitation: 2505.88

Services not included in capitation: 74878.65

Average Length of Stay on the Waiver: 356
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Intensive
Behavioral
Services -
Plan Fee -
FFS

287573.00Pay Charges 143 1.00 2011.00

Intensive
Behavioral
Services -
Service Hours
- MC

2310.00Hourly 3 10.00 77.00

Intensive
Behavioral
Services -
Service Hours
- FFS

180180.00Hourly 234 10.00 77.00

Intensive
Behavioral
Services -
Plan Fee - MC

0.00Pay Charges 0 1.00 2011.00

Pathway to
Employment
Total:

8295840.00

Pathway to
Employment -
FFS

8245440.00hourly 1636 105.00 48.00

Pathway to
Employment -
MC

50400.00Hourly 10 105.00 48.00

Vehicle
Modifications
Total:

1905995.00

Vehicle
Modifications
- FFS

1885050.00Pay Charges 90 1.00 20945.00

Vehicle
Modifications
- MC

20945.00Pay Charges 1 1.00 20945.00

GRAND TOTAL: 7844856749.22

Total: Services included in capitation: 254033954.96

Total: Services not included in capitation: 7590822794.26

Total Estimated Unduplicated Participants: 101375

Factor D (Divide total by number of participants): 77384.53

Services included in capitation: 2505.88

Services not included in capitation: 74878.65

Average Length of Stay on the Waiver: 356

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (9 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/§1915(c) Waivers, or other concurrent managed care authorities utilizing capitated
payment arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units
Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box
next to that service. Select Save and Calculate to automatically calculate and populate the Component Costs and Total
Costs fields. All fields in this table must be completed in order to populate the Factor D fields in the J-1 Composite
Overview table.

Waiver Year: Year 5
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Day Habilitation
Total:

1547575306.00

Day
Habilitation -
Group - FFS

1466536051.00Daily 50761 173.00 167.00

Day
Habilitation -
Group - MC

81039255.00Daily 2805 173.00 167.00

Live-in
Caregiver (42
CFR
§441.303(f)(8))
Total:

1359780.00

Live-in
Caregiver -
FFS

1320480.00Pay Charges 168 12.00 655.00

Live-in
Caregiver -
MC

39300.00Pay Charges 5 12.00 655.00

Prevocational
Services Total:

269456109.00

Prevocational
Services -
Community
Based - FFS

232555002.00hourly 16266 493.00 29.00

Prevocational
Services -
Community
Based - MC

6562323.00hourly 459 493.00 29.00

Prevocational
Services - Site
Based - FFS

21560896.00daily 1292 112.00 149.00

Prevocational
Services - Site
Based - MC

8777888.00daily 526 112.00 149.00

Residential
Habilitation
Total:

4503408133.08

Certified Prog.
Intensive Res.
Hab. - MC

227603777.68day 1815 336.08 373.13

Certified Prog.
Supportive
Res. Hab. -
MC

5841022.00monthly 146 11.00 3637.00

Certified Prog.
Supportive
Res. Hab. -
FFS

86495134.00monthly 2162 11.00 3637.00

Certified Prog.
Intensive Res.
Hab. - FFS

4149411239.41day 33089 336.08 373.13

Family Care -
MC 3144960.00Daily 117 320.00 84.00
Family Care - 30912000.00

GRAND TOTAL: 8304049569.33

Total: Services included in capitation: 354405449.40

Total: Services not included in capitation: 7949644119.94

Total Estimated Unduplicated Participants: 102253

Factor D (Divide total by number of participants): 81210.82

Services included in capitation: 3465.97

Services not included in capitation: 77744.85

Average Length of Stay on the Waiver: 356
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

FFS Daily 1150 320.00 84.00

Respite Total: 362371248.00

Respite - Self-
Directed - FFS 176567952.00hourly 5799 1384.00 22.00
Respite -
Hourly - MC

3093328.00Hourly 389 284.00 28.00

Respite - Self-
Directed - MC

426272.00Hourly 14 1384.00 22.00
Respite -
Hourly - FFS

182283696.00Hourly 22923 284.00 28.00
Supported
Employment
(SEMP) Total:

159919681.05

SEMP -
Hourly - FFS

143537962.88hourly 10946 172.00 76.24
SEMP - Self-
Directed - MC 268019.00Hourly 20 271.00 49.45
SEMP -
Hourly - MC

7068057.92Hourly 539 172.00 76.24
SEMP - Self-
Directed - FFS

9045641.25Hourly 675 271.00 49.45
Community
Transition
Services Total:

124950.00

Community
Transition
Services - FFS

124950.00Pay Charges 51 245.00 10.00

Community
Transition
Services - MC

0.00Pay Charges 0 245.00 10.00

Fiscal
Intermediary
(FI) Total:

178416012.00

Fiscal
Intermediary -
MC

334200.00monthly 50 12.00 557.00

Fiscal
Intermediary -
FFS

178081812.00monthly 26643 12.00 557.00

Individual
Directed Goods
and Services
Total:

119614120.00

Individual
Goods and
Services - FFS

119207710.00Pay Charges 20239 589.00 10.00

Individual
Goods and
Services - MC

406410.00Pay Charges 69 589.00 10.00

GRAND TOTAL: 8304049569.33

Total: Services included in capitation: 354405449.40

Total: Services not included in capitation: 7949644119.94

Total Estimated Unduplicated Participants: 102253

Factor D (Divide total by number of participants): 81210.82

Services included in capitation: 3465.97

Services not included in capitation: 77744.85

Average Length of Stay on the Waiver: 356
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Support
Brokerage Total:

31765200.00

Support
Brokerage -
MC

96000.00Hourly 80 30.00 40.00

Support
Brokerage -
FFS

31669200.00hourly 26391 30.00 40.00

Assistive
Technology -
Adaptive Devices
Total:

601560.00

Adaptive
Technologies-
MC

8355.00Pay Charges 3 1.00 2785.00

Adaptive
Technologies-
FFS

593205.00Pay Charges 213 1.00 2785.00

Community
Habilitation
Total:

1115463171.20

Community
Hab - Self-
Direction -
MC

2991872.00Hourly 104 899.00 32.00

Community
Hab - Self-
Direction -
FFS

880387104.00hourly 30603 899.00 32.00

Community
Hab - Hourly -
MC

6583948.80Hourly 436 343.20 44.00

Community
Hab - Hourly -
FFS

225500246.40Hourly 14933 343.20 44.00

Environmental
Modifications
(Home
Accessibility)
Total:

3225000.00

Environmental
Modifications
- MC

15000.00Pay Charges 1 1.00 15000.00

Environmental
Modifications
- FFS

3210000.00Pay Charges 214 1.00 15000.00

Family
Education and
Training Total:

48780.00

Family
Education and
Training - FFS

48780.00Session 271 2.00 90.00

Intensive
Behavioral
Services Total:

525564.00

GRAND TOTAL: 8304049569.33

Total: Services included in capitation: 354405449.40

Total: Services not included in capitation: 7949644119.94

Total Estimated Unduplicated Participants: 102253

Factor D (Divide total by number of participants): 81210.82

Services included in capitation: 3465.97

Services not included in capitation: 77744.85

Average Length of Stay on the Waiver: 356
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User Avg. Cost/ Unit
Component

Cost
Total Cost

Intensive
Behavioral
Services -
Plan Fee -
FFS

321204.00Pay Charges 156 1.00 2059.00

Intensive
Behavioral
Services -
Service Hours
- MC

2340.00Hourly 3 10.00 78.00

Intensive
Behavioral
Services -
Service Hours
- FFS

202020.00Hourly 259 10.00 78.00

Intensive
Behavioral
Services -
Plan Fee - MC

0.00Pay Charges 0 1.00 2059.00

Pathway to
Employment
Total:

8268960.00

Pathway to
Employment -
FFS

8186784.00hourly 1594 107.00 48.00

Pathway to
Employment -
MC

82176.00Hourly 16 107.00 48.00

Vehicle
Modifications
Total:

1905995.00

Vehicle
Modifications
- FFS

1885050.00Pay Charges 90 1.00 20945.00

Vehicle
Modifications
- MC

20945.00Pay Charges 1 1.00 20945.00

GRAND TOTAL: 8304049569.33

Total: Services included in capitation: 354405449.40

Total: Services not included in capitation: 7949644119.94

Total Estimated Unduplicated Participants: 102253

Factor D (Divide total by number of participants): 81210.82

Services included in capitation: 3465.97

Services not included in capitation: 77744.85

Average Length of Stay on the Waiver: 356
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Addendum A – Supplemental Rate Language 

Provider Reimbursement for Waiver Services                  

Effective October 1, 2023, provider reimbursement for all Waiver Services will be governed by Part (A) of 
this Appendix I-2; and the associated supporting addenda.  This Appendix describes the reimbursement 
for State Operated Providers, Non-State Government Providers, and Voluntary Providers. 

Waiver services  
 

The Waiver services include:  Support Brokerage, Supported Employment, Family Education and Training, 
Intensive Behavioral Services, Pre-vocational, Community Habilitation, Community Transition Services, 
Day Habilitation, Fiscal Intermediary, Environmental Modifications, Respite, Residential Habilitation, 
Assistive Technology-Adaptive Devices, Vehicle Modifications, Live-in Caregiver, Pathways to 
Employment, and Individual Directed Goods and Services. 
I. Definitions Applicable to this Section 

  
a. Acuity Factor – Factor developed through a regression analysis utilizing components of the 

Developmental Disabilities Profile-2 (DDP-2) scores, average residential bed size, Willowbrook 
class indicators and historical utilization data to predict direct care hours needed to serve 
individuals.  Factors are available on:  
http://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene/ 
 

b. Allowable Agency Administration – For Non-State Government and Voluntary Providers, 
from the CFR for the base year, divide the Agency Administration Allocation (from CFR1 Line 65) 
by the Total Operating Costs (from CFR1 Line 64) to determine the agency administration 
percentage.  Effective on or after October 1, 2023, a screen on allowable agency administration 
costs of 15 percent will be applied to the product of the agency administration percentage 
multiplied by Total Operating Costs, and the result is the amount permitted for Agency 
Administration and used within the methodology. 

 
c. Allowable Capital Costs – All necessary and proper capital costs that are appropriate and 

helpful in developing and maintaining the provision of HCBS waiver services to beneficiaries 
determined in accordance with the cost principles described in the Medicare Provider 
Reimbursement Manual (Publication-15) except as further defined below.  This shall include, 
where appropriate, allowable lease/rental and ancillary costs; amortization of leasehold 
improvements and depreciation of real property; financing expenditures associated with the 
purchase of real property and related expenditures, and leasehold improvements.  

 
i. With the exception of Live-In Caregiver services, allowable capital costs shall not include 

the costs of room. 
 

ii. The capital component of a provider’s rate will not include the costs identified in 
paragraph iii below. 

 
iii. Capital Costs of depreciation, and lease/ rental, of equipment and vehicles (annual 

lease, depreciation and interest).  Annual capital reimbursement identified in this 
paragraph will be included in the operating component of the provider’s rate. 

 
d. Ancillary Costs – Those costs identified in a lease in addition to monthly rent.  These include, 

but are not limited to:  special assessments, taxes, co-op or condo maintenance fees, utility 
payments assessed on the lessee by the lessor pursuant to the terms of the lease, and lessor-
financed renovations billed as additional rent. 
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e. Authorized Rate Period Units – units approved by OPWDD Budget Office to deliver Day 

Habilitation Services.  OPWDD Budget Office adjusts the units based on addition or subtraction 
of individuals as well as addition or subtraction of sites.  These units are tracked on an ongoing 
basis and reported to DOH on a semi-annual basis (January and July). Based on the unit update 
the operating portion of the final target rate will not change. The capital portion will be adjusted 
by the change in units, which will change the overall Day Habilitation rate.   

 
f. Base Period CFR –The Consolidated Fiscal Report (CFR) used to update methodologies.   

 
g. Budget Neutrality Adjustment – Factor applied to the end of the methodology, by service, 

to ensure the total annual target reimbursement is equivalent to the total annual base 
reimbursement.   The factors can be found on:  
http://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene/ 
 

 
h. Capital Costs – Costs that are related to the acquisition, lease and/or long-term use of land, 

buildings and construction equipment, leasehold improvements and vehicles.  
 
i. Consolidated Fiscal Report (CFR) –The reporting tool utilized by all government and non-

government providers to communicate annual costs incurred as a result of operating OPWDD 
programs and services, along with related patient utilization and staffing statistics.   The CFR is 
the report and associated instructions identified by the New York State Education Department, 
and found at:  http://www.oms.nysed.gov/rsu/Manuals_Forms/ 

 
j. Department of Health (DOH) Regions - Regions as defined by the Department of Health, 

assigned to providers based upon the geographic location of the provider’s headquarters, as 
reported on the consolidated fiscal report.   Such regions are as follows:  

 
 Downstate: 5 boroughs of New York City, and counties of Nassau, Suffolk and 

Westchester; 
 
 Hudson Valley:  Counties of Dutchess, Orange, Putnam, Rockland, Sullivan, Ulster; 

 
 Upstate Metro: Counties of Albany, Erie, Fulton, Genesee, Madison, Monroe, Montgomery, 

Niagara, Onondaga, Orleans, Rensselaer, Saratoga, Schenectady, Warren, Washington, 
Wyoming; 

 
 Rest of State:  Any counties not included in other regions. 

 
k. Depreciation –The allowable cost based on historical costs and useful life of buildings, 

equipment, capital improvements and/or acquisition of real property. The useful life shall be 
based on “The Estimated Useful Life of Depreciable Hospital Assets (2008 edition) ”except that 
the useful life for day habilitation buildings will be 25 years.  The depreciation method used shall 
be straight-line method.  
 

l. Developmental Disabilities Profile (DDP) –The Confidential Needs Identification (DDP – 4 
form) is used by the NYS Office For People With Developmental Disabilities (OPWDD) to help 
identify service needs for persons with developmental disabilities, whether the person is 
receiving services from OPWDD or not.  The DDP-4 form provides information to OPWDD which 
is used for planning.  A copy of the form and the guide for completion is available at the 
OPWDD website: https://opwdd.ny.gov/search/forms.    
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m. Evacuation Score (E-Score) – The score for a supervised community residence and/or 
individual residential alternative that is certified under Chapters 32 or 33 of the Residential 
Board and Care Occupancies of the NFPA 101 Life Safety Code (2000 edition) that is provided to 
the Department by OPWDD once a year. The factors can be found on:  
http://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene/ 
 

n. Facility – the site or physical building where actual services are provided.  
 
o. Final Average Rate - The final average rate is the reimbursement amount per unit of service 

for each waiver service, determined for those waiver services subject to annual reconciliation.  
The final average rate is determined using the final rate year reimbursable cost divided by the 
final rate year total units of service regardless of payer.  

 
p. Financing Expenditures – Interest expense and fees charged for financing of costs related to 

the purchase/acquisition, alteration, construction, rehabilitation and/or renovation of real 
property, vehicles and equipment. 

 
q. Individual – A person who is receiving a waiver service. 

 
r. Initial Period – For Non-State Government and Voluntary Providers the first 12 months of the 

rate cycle.  For Public Providers the initial period will be the first 12 months of the rate cycle for 
rate periods 4/1/13 through 3/31/16.  All rate periods thereafter, the initial period will be the 
first 12 months of the rate cycle.   

 
s. Lease/Rental and Ancillary Payments – A facility’s annual rental payments for real property 

and ancillary outlays associated with the property such as utilities and maintenance.  
 

t. Occupancy Adjustment – An adjustment to the calculated daily rate of a Voluntary Agency 
which provides Supervised Residential Habilitation to account for days when Medicaid billing 
cannot occur because an individual has passed away or has moved to another site.  

 
i. For the period beginning July 1, 2019 Voluntary Providers will receive an occupancy 

adjustment to the operating component of their rate for vacancy days.  The occupancy 
adjustment percentage is calculated by dividing the sum of the agency’s rate period 
reported retainer days, service days and the therapy days by 100% of the agency’s 
certified capacity.  The certified capacity is calculated taking into account capacity 
changes throughout the year, multiplied by 100% of the year’s days.  This adjustment 
will begin on July 1, 2019 and be recalculated on an annual basis based on the most 
current and complete twelve months of experience. 

ii. For the period beginning on or after October 1, 2020 , the occupancy adjustment will be 
0%. 

 
u. Operating Costs - All necessary and proper costs that are appropriate and helpful in 

developing and maintaining the provision of HCBS waiver services.  Necessary and proper costs 
are costs that are common and accepted occurrences in the field of HCBS waiver services.  
These costs shall be determined in accordance with the cost principles described in the Medicare 
Provider Reimbursement Manual (Publication-15).  This shall include allowable: program 
administration, direct care, support, clinical, fringe benefits, contracted personal service and 
non-personal service. Effective on or after October 1, 2023, allowable operating costs may 
exclude workforce bonus payments authorized by state law and/or otherwise approved by the 
federal government including, but not limited to, funding related to the American Rescue Plan 
Act. 
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v. OPWDD Region - Regions as defined by OPWDD.  Such regions are as follows:  

 
 Region 1: 5 boroughs of New York City; 

 
 Region 2:  Counties of Suffolk, Nassau, Rockland, Westchester, Putnam; 

 
 Region 3: Remaining counties in New York State not included in Region 1 or 2. 

Effective July 1, 2019, OPWDD Regions for Community Habilitation services are defined as follows: 
 Downstate:  5 boroughs of New York City and Nassau, Suffolk, Westchester, Rockland, 

Putnam, Dutchess, Orange, Sullivan and Ulster counties; 
 Upstate:  All remaining counties. 

Effective October 1, 2020 or after, OPWDD Regions for Community Prevocational services are 
defined as follows:  

 Downstate:  5 boroughs of New York City and Nassau, Suffolk, Westchester, Rockland, 
Putnam, Dutchess, Orange, Sullivan and Ulster counties; 

 Upstate:  All remaining counties. 
  

w. Rate – A reimbursement amount based on a computation using annual provider reimbursable 
cost divided by the applicable annual units of service.  

 
x. Rate Period – The annual time period that rates are effective.  For Public Providers the time 

period is April 1st through March 31st   and for Voluntary Providers the time period July 1st 
through June 30th.  

 
y. Rate Period Capacity – The Certified Capacity on the last day of the base rate period which 

includes any adjustments plus or minus made to the Operating Certificate as certified by 
OPWDD Division of Quality Improvement, which adjusts the Certified Capacity from the base 
rate period to the rate period.  

 
z. Rebasing – updating cost data in the methodology, using an available and complete CFR.   
 
aa. Reimbursable Cost – The final allowable operating and capital costs of the rate year after all 

audit and /or other adjustments are made.  Reimbursable cost will also be reduced by any 
applicable third-party revenue or payments made by or on behalf of individuals receiving 
services. For Public Providers reimbursable cost for each Waiver service will be used to 
determine a final average rate per service.  

 
bb. Residential Room and Board – Room means hotel or shelter type expenses including all 

property related costs such as rental or depreciation related to the purchase of real estate and 
furnishings; maintenance, utilities and related administrative services.  Board means three meals 
a day or any other full nutritional regimen.  

 
cc. Retainer days – are days of Medical Leave or an associated day where any other institutional 

or in-patient Medicaid payment is made for providing services to the beneficiary living in a 
Supervised IRA setting.  A provider is limited to being paid 14 Retainer days per rate year, 
multiplied by certified capacity. Effective on or after October 1, 2020, Retainer days will be 
reimbursed at a rate of 50 percent of the provider’s established rate.   

 
dd. Service days – A day when paid Supervised IRA staff deliver residential habilitation to a person 

who is either present in the Supervised IRA or is absent from the IRA and receives residential 
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habilitation services from paid Supervised IRA staff, and these services are of the same scope, 
frequency and duration as the services provided when the person is resident in the Supervised 
IRA.  
 

ee. Start-Up Costs – Those costs associated with the opening of a new program.  Start-up costs 
include pre-operational rent, utilities, staffing, staff  
training, advertising for staff, travel, security services, furniture, equipment and supplies. 

 
ff. Target Rate – The rate in effect at the end of the transition period for each waiver service 

determined using the base year reimbursable cost for each respective provider for each 
respective service divided by the applicable annual units of service for all individuals, regardless 
of payer.  

 
gg. Therapy Day – A therapy day is a day when the individual is away from the supervised 

residence and is not receiving services from paid Residential Habilitation staff and the absence is 
for the purpose of a visiting with family or friends, or a vacation.  The therapy day must be 
described in the person’s plan of care to be eligible for payment and the person may not receive 
another Medicaid-funded residential or in-patient service on that day. Effective October 1, 2020 
or after, a provider is limited to being paid 96 therapy days per rate year per person.  All Therapy 
days will be reimbursed at a rate of 50 percent of the provider’s established rate.  

 
hh. Trend Factor – A percentage applied to all applicable operating costs that represent inflations 

in the costs of goods and services as described in paragraph d of section III. 
 
ii. Units of Service – The unit of measure varies by the type of service, i.e., hourly, daily, 

monthly, or one-time occurrence. The unit of measure used for the following waiver services 
are: 

 Supervised Residential Habilitation IRA –Day  
 Supportive Residential Habilitation IRA – Month 
 Day Habilitation – Day 
 Pre-vocational - Site-based – Day 
 Pre-vocational fee – Community based - Hour 
 Residential Habilitation – Family Care Day  
 Respite – Hour 
 Supported Employment Fee – Hour 
 Community Habilitation Fee – Hour 
 Pathway to Employment Fee – Hour 
 Community Transition Services – Pay Charges 
 Intensive Behavioral Service 

Product Fee – Pay Charges 
Hourly Fee – Hour 

 Family Education and Training – Session (up to 2 hours) – Max 2 Per Year 
 Live-In Caregiver – Pay Charges 
 Fiscal Intermediary - Month 
 Individual Directed Goods and Services (IDGS) – Pay Charges 
 Support Brokerage - Hour 
 Assistive Technology 

Assistive Technology-Adaptive Devices - Pay Charges 
Home-Enabling Supports - Pay Charges 
Assessment – Product Fee 
Start-up/Set Up/Fostering Technology Uptake – Product Fee 
On-going Monitoring & Trouble Shooting - Month 
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 Environmental Modifications - Pay Charges 
 Vehicle Modifications - Pay Charges  

 
jj. Utilization Statistics – For those waiver services which require an annual reconciliation, 

OPWDD will record and maintain total utilization units, and will report these units on the annual 
CFR.  Unless specifically noted elsewhere, the Medicaid utilization units will be paid Medicaid 
units reported and adjudicated through the State’s MMIS.  

 
kk. Vacancy days – Is an unoccupied period of time (a day) that a provider agency is unable 

to bill a residential habilitation daily rate, due to an individual or individuals under the care of a 
provider agency no longer maintaining a residence, and no other individual occupies the 
residential bed for any reason.  Vacancy days would result from an individual moving, or from 
death; they would not include an unoccupied period of time where individuals are absent due to 
paid Therapy days or reported Retainer days. 

 
i. Vacancy days will be reimbursed through an occupancy adjustment as defined in 

paragraph t. The adjustment will be made prospectively at the beginning of the rate year 
and is based on twelve months of experience.  The reduced occupancy shall only be based 
on the number of Vacancy days which are described in paragraph kk above and based on 
the most current and complete twelve months of experience.  The Occupancy adjustment 
calculation will be agency specific and will be the higher of the agency’s actual occupancy 
percent or at 95 percent occupancy.  The occupancy percentage will be used to adjust the 
operating component of the rate for the rate year. 
 

ii. Effective on or after October 1, 2020, an Occupancy Factor will no longer be calculated 
and applied to the provider’s rate.  
 

ll. Wage Equalization – Is the sum of the provider average direct care hourly rate multiplied by 
seventy-five hundredths from the base period CFR and the applicable regional average direct 
care hourly rate multiplied by twenty-five hundredths from the base period CFR.  
 

II. State Operated Providers, Non-State Government Providers and Voluntary Providers 
Annual Reporting Requirements 

 
a. State Operated Providers  

 
i. The State shall identify provider cost in accordance with Generally Accepted Accounting 

Principles (GAAP) 
 

ii. The State shall annually report cost using a complete Consolidated Fiscal Report (CFR).   
The CFR annual cost report shall be audited by an Independent Certified Public 
Accountant (CPA), or the State may use the Compliance Examination identified in the 
New York State Consolidated Fiscal Reporting and Claiming Manual in lieu of an audit; 
and the CPA shall render an opinion on the reported cost regarding reasonableness, 
compliance with GAAP, and that the CFR reported costs were determined in accordance 
with the cost principles described in the Medicare Provider Reimbursement Manual 
(Publication-15).  Each Waiver service will be reported using a separate column of the 
CFR.  

 
iii. The CFR schedules to be completed annually by Public Providers are: 

CFR – i Agency Identification and Certification Statement 
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CFR – ii / CFR- iiA – Accountant’s Report (The State will use the CFR iiA as modified by 
the independent CPA firm to meet professional reporting standards.) 
CFR 1 – Program/Site data 
CFR 2 – Agency Fiscal Summary 
CFR 3 – Agency Administration 
CFR 4 – Personal Services 
CFR 4 A – Contracted Direct Care and Clinical Personal Services 
CFR 5 – Transactions with Related Organizations/Individuals 
CFR 6 – Governing Board and Compensation Summary 
DMH 1 – Program Fiscal Summary 
DMH 2 – ATL/Direct Contract Summary 
DMH 3 – ATL & Direct Contracts Program Funding Source Summary OPWDD 1 – 
ICF/DD Schedule of Service 
OPWDD 2 – ICF/DD Medical Supplies 

   
 

b. Non-State Government Providers and Voluntary / Private Providers 
 

i. The Non-State Government Providers and Voluntary Providers shall identify provider 
cost in accordance with Generally Accepted Accounting Principles (GAAP) 

 
ii. The state will contract with an independent auditing entity for annual reviews of 

private provider (not-for-profit) HCBS cost reporting.. OPWDD will implement the audits 
of cost reports for all years that are the basis of rate development activities as 
described in paragraph I. subparagraph f.  The sample used for these audits will cover 
all waiver services and a statistically valid sample of providers.  If the State/OPWDD 
changes their reimbursement practice of rebasing every two years, the auditing of cost 
reports will occur every other year regardless of when rebasing occurs. 

 
iii. The CFR schedules to be completed annually by Non-State Government Providers and 

Voluntary / Private Providers are: 
 

CFR – i Agency Identification and Certification statement 
CFR – ii / CFR- iiA – Accountant’s Report 
CFR – iv – Supplemental Attestation Schedule 
CFR 1 – Program/Site data 
CFR 2 – Agency Fiscal Summary 
CFR 2A – Agency Fiscal Data  
CFR 3 – Agency Administration 
CFR 4 – Personal Services 
CFR 4 A – Contracted Direct Care and Clinical Personal Services 
CFR 5 – Transactions with Related Organizations/Individuals 
CFR 6 – Governing Board and Compensation Summary  
DMH 1 – Program Fiscal Summary 
DMH 2 – ATL/Direct Contract Summary 
DMH 3 – ATL & Direct Contracts Program Funding Summary 
OPWDD 1 – ICF/DD Schedule of Service 
OPWDD 2 – ICF/DD Medical Supplies 
OPWDD 3 – HUD Revenues and Expenses  
OPWDD 4 – Fringe Benefit Expense and Program Administration OPWDD 5 – Capital 
Schedule Service Summary 
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III. Rate Setting for Public Providers  
 

a. There shall be one State-wide rate for each waiver service for State Operated Providers. 
 
b. New York State will make an adjustment(s) to the rate resulting from any final audit findings or 

reviews. 
 
c. Interim Rates Calculations 

 
i. The interim rate will be computed based on the most recent cost reconciliation as 

described below and adjusted in accordance with the trend factor as described in 
paragraph d of section III.   
 

ii. The interim fee will be computed based on the most recent cost reconciliation as described 
below. 
 

iii. The State will set rates using this interim methodology for the following six (6) Waiver 
services: 

 
(a) Day Habilitation 
(b) Residential Habilitation – IRA (Supervised Certified Site) 
(c) Residential Habilitation – IRA (Supportive Certified Site) 
(d) Residential Habilitation – Family Care 
(e) Respite Services 
(f) Pre Vocational - Site-based 

 
d. Trend Factors 

 
i. The trend factor used will be the applicable years from the Medical Care Services Index for 

the period April to April of each year from www.BLS.gov/cpi; Table 1 Consumer Price 
Index for All Urban Consumers (CPI-U); U.S. city average, by expenditure category and 
commodity and service group.   
 

ii. Generally, actual index values will be used for all intervening years between the base 
period and the rate period. However, because the index value for the last year 
immediately preceding the current rate period will not be available when the current rate is 
calculated, an average of the previous five years actual known indexes will be calculated 
and used as a proxy for that one year. 

 
iii. A compounded trend factor will be calculated in order to bring base period costs to the 

appropriate rate period. 
 

e. Cost Reconciliation using Final Rates/Fees 
 

i. When the CFR is completed, the State will calculate a final rate/fee using the CFR 
applicable to the rate period for each waiver service using the following rate methodology: 
 

(a) The calculation of reconciled rates and fees is described below. 
 
1. Residential Habilitation Services (Supervised and Supportive) 

 
a. Total Operating Costs from CFR1 line 64 
b. Plus Agency Administration Allocation from CFR1 line 65 
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c. Less/Plus Adjustments from CFR1 line 66 
d. Less Room and Board Components calculation as described below. 

 
i. Room and Board Components are the result of CFR1 lines 21 (Food), 22 

(Repairs and Maintenance), 23 (Utilities), 26 (Participant Incidentals), 28 
(Expensed Equipment), 37 (Household Supplies), 38 (Telephone, Cable 
and Internet), Allocation Group Maintenance and Utilities line 40 costs 
from the CFR Other Detail, Direct Maintenance Titles from CFR4, and 
Allocation Group Maintenance and Utilities from CFR4.  Fringe associated 
with the Direct Maintenance Titles and Allocation Group Maintenance and 
Utilities from CFR4 should also be included. 
 

e. The result of a, b, c and d is divided by the Units of Service reported on CFR1 
line 13. 
 

2. All Other Waiver Rates and Fees 
 

a. Total Operating Costs from CFR1 line 64 
b. Plus Agency Administration Allocation from CFR1 line 65 
c. Less/Plus Adjustments from CFR1 line 66 
d. The result of a, b, and c plus CFR1 Property and Equipment lines 48 and 63 is 

divided by the Units of Service reported on CFR1 line 13 
 
i. The State will set fees for the following four Waiver Services: 

 
(a) Pathway to Employment 
(b) Supported Employment (Intensive and Extended) 
(c) Community Prevocational 
(d) Community Habilitation  

 
ii. The final average rate/fee for each service will be multiplied by the adjudicated paid 

Medicaid service units for services provided in the rate period to determine the allowable 
Medicaid reimbursement.  The final allowable Medicaid reimbursement for each service 
subject to annual reconciliation will be compared to reconciled rate payments for each 
service, including those processed through eMedNY, for the applicable rate year.  If such 
total payments for any Waiver Service, subject to the annual reconciliat ion, exceed the 
final allowable Medicaid reimbursement for such rate period, the State will treat any 
overage as an overpayment of the federal share.  The final rate as approved through 
reconciliation will be adjudicated through the NYS Medicaid system upon receipt and, any 
overpayment shall be returned to CMS on the next calendar quarter CMS-64 expenditure 
report.  If the total payments for a Waiver Service, subject to annual reconciliation, are 
less than the allowable Medicaid reimbursement for such rate period, the State shall treat 
the difference as an under payment of the federal share and be entitled to submit a claim 
by adjudicating the final rate through the NYS Medicaid Payment System. Additional funds 
will be reported on the next quarters CMS-64.  
 

iii. The State will complete a full CFR and cost reconciliation for each waiver service and will 
submit these reconciliations to CMS for review and approval within 18 months of the end 
of each rate period. 

 

IV. Rate Setting for Non-State Governmental Providers and Voluntary Providers for Waiver 
Services. 
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a. The State will set rates for Services delivered to individuals with Developmental Disabilities as 
described below for the following three services, effective October 1, 2023; 

 
i. Residential Habilitation - Supervised IRA (Certified Site) 
ii. Residential Habilitation – Supportive IRA (Certified Site) 
iii. Day Habilitation – Group and Supplemental Group 

 
b. Residential Habilitation – Supervised IRA 

 
i. Target Rate Operating Cost Components  

 
(a) Regional Average Direct Care Hourly Wage = From the CFR for the base year, divide 

Salaried Direct Care dollars (CFR4, Title Code 200s), totaled by DOH Region, for all 
Residential Habilitation–Supervised IRA, Residential Habilitation–Supportive IRA, Day 
Habilitation–Group and Supplemental Group, and Intermediate Care Facility for the 
Developmentally Disabled programs by Salaried Direct Care hours (CFR4, Title Code 
200s), totaled by DOH Region, for Residential Habilitation–Supervised IRA, 
Residential Habilitation–Supportive IRA, Day Habilitation–Group and Supplemental 
Group, and Intermediate Care Facility for the Developmentally Disabled programs.  

 
(b) Target Rate Regional Average Employee-Related Hourly Component = From the CFR 

for the base year, add Vacation Leave Accruals (CFR1 line 17) and Total Fringe 
Benefits (CFR1 line 20), totaled by DOH Region.  Divide by Salaried Direct Care 
dollars (CFR4, Title Code 200s), totaled by DOH Region.  Multiply by the applicable 
Regional Average Direct Care Hourly Wage as computed in subparagraph (a) of this 
paragraph. 

 
(c) Target Rate Regional Average Program Support Hourly Component = From the CFR 

for the base year, add Transportation Related-Participant (CFR1 line 24), Staff Travel 
(CFR1 line 25), Participant Incidentals (CFR1 line 26), Expensed Adaptive Equipment 
(CFR1 line 27), Staff Development (CFR1 line 34), Supplies and Materials-Non-
Household (CFR1 line 36), Other-OTPS (CFR1 line 40), Lease/Rental Vehicle (CFR1 
line 42), Depreciation-Vehicle (CFR1 line 44), Interest-Vehicle (CFR1 line 46),  Other-
Equipment (CFR1 line 47), Other Than To/From Transportation Allocation (CFR1 line 
68a), Salaried Support dollars (CFR4 Title Code 100s, excluding Housekeeping and 
Maintenance Staff Title 102) and Salaried Program Administration dollars (CFR4 Title 
500s), totaled by DOH Region.  Divide by Salaried Direct Care dollars (CFR4, Title 
Code 200s), totaled by DOH Region.  Multiply by the applicable Regional Average 
Direct Care Hourly Wage as computed in subparagraph (a) of this paragraph. 

 
(d) Target Rate Regional Average Direct Care Hourly Rate-Excluding General and 

Administrative = Add applicable Regional Average Direct Care Hourly Wage as 
computed in subparagraph (a) of this paragraph, applicable Regional Average 
Employee-Related Hourly Component as computed in subparagraph (b) of this 
paragraph, and applicable Regional Average Program Support  

 
Hourly Component as computed in subparagraph (c) of this paragraph. 

 
(e) Target Rate Regional Average General and Administrative Hourly Component = From 

the CFR for the base year, add Insurance-General (CFR1 line 39) and Allowable 
Agency Administration, totaled by DOH Region.  Divide by the sum of Total 
Program/Site Costs (CFR1 line 67) and Other Than To/From Transportation Allocation 
(CFR1 line 68a), minus the sum of Food (CFR line 21), Repairs and Maintenance 
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(CFR1 line 22), Utilities (CFR1 line 23), Expensed Equipment (CFR1 line 28), 
Household Supplies (CFR1 line 37), Telephone (CFR1 line 38), Lease/Rental 
Equipment (CFR1 line 43), Depreciation Equipment (CFR1 line 45), Total Property-
Provider Paid (CFR1 line 63), Housekeeping and Maintenance Staff (CFR4 Title 102), 
Salaried Clinical dollars (CFR4 Title Code 300s), and Contracted Clinical dollars 
(CFR4A Title Code 300s) totaled by DOH Region, to calculate the General and 
Administrative quotient.  Divide the Regional Average Direct Care Hourly Rate-
Excluding General and Administrative, as computed in subparagraph (d) of this 
paragraph, by 1 minus the applicable Regional Average General and Administrative 
quotient, as computed previously in this subparagraph.  From this total subtract the 
applicable Regional Average Direct Care Wage Hourly Rate-Excluding General and 
Administrative, as computed in subparagraph (d) of this paragraph. 

(f) Target Rate Regional Average Direct Care Hourly Rate = Add applicable Regional 
Average Direct Care Hourly Wage, as computed in subparagraph (a) of this 
paragraph, applicable Regional Average Employee-Related Hourly Component as 
computed in subparagraph (b) of this paragraph, applicable Regional Average 
Program Support Hourly Component as computed in subparagraph (c) of this 
paragraph, and applicable Regional General and Administrative Hourly Component as 
computed in subparagraph (e) of this paragraph. 

 
(g) Target Rate Provider Average Direct Care Wage = From the CFR for the base year, 

divide Salaried Direct Care dollars (CFR4, Title Code 200s), totaled by provider by 
Salaried Direct Care hours (CFR4, Title Code 200s), totaled by provider. 

 
(h) Target Rate Provider Average Employee-Related Hourly Component = From the CFR 

for the base year, add Vacation Leave Accruals (CFR1 line 17) and Total Fringe 
Benefits (CFR1 line 20), totaled by provider.  Divide by Salaried Direct Care dollars 
(CFR4, Title Code 200s), totaled by provider.  Multiply by  
the Provider Average Direct Care Wage as computed in subparagraph (g) of this 
paragraph.       

 
(i) Target Rate Provider Average Program Support Hourly Component = From the CFR 

for the base year, add Transportation Related-Participant (CFR1 line 24), Staff Travel 
(CFR1 line 25), Participant Incidentals (CFR1 line 26), Expensed Adaptive Equipment 
(CFR1 line 27), Staff Development (CFR1 line 34), Supplies and Materials-Non-
Household (CFR1 line 36), Other-OTPS (CFR1 line 40), Lease/Rental Vehicle (CFR1 
line 42), Depreciation-Vehicle (CFR1 line 44), Interest-Vehicle (CFR1 line 46),  Other-
Equipment (CFR1 line 47), Other Than To/From Transportation Allocation (CFR1 line 
68a), Salaried Support dollars (CFR4 Title Code 100s, excluding Housekeeping and 
Maintenance Staff Title 102) and Salaried Program Administration dollars (CFR4 Title 
500s), totaled by provider.  Divide by Salaried Direct Care dollars (CFR4, Title Code 
200s), totaled by provider.  Multiply by the Provider Average Direct Care Wage as 
computed in subparagraph (g) of this paragraph. 

 
(j) Target Rate Provider Average Direct Care Hourly Rate-Excluding General and 

Administrative= Add Provider Average Direct Care Wage as computed in 
subparagraph (g) of this paragraph, Provider Average Employee-Related Hourly 
Component as computed in subparagraph (h) of this paragraph, and Provider 
Average Program Support Hourly Component as computed in subparagraph (i) of this 
paragraph. 

 
(k) Target Rate Provider Average General and Administrative Hourly Component = From 

the CFR for the base year, add Insurance-General (CFR1 line 39) and Allowable 
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Agency Administration, totaled by provider.  Divide by the sum of Total Program/Site 
Costs (CFR1 line 67) and Other Than To/From Transportation Allocation (CFR1 line 
68a), minus the sum of Food (CFR line 21), Repairs and Maintenance (CFR1 line 22), 
Utilities (CFR1 line 23), Expensed Equipment (CFR1 line 28), Household Supplies 
(CFR1 line 37), Telephone (CFR1 line 38), Lease/Rental Equipment (CFR1 line 43), 
Depreciation Equipment (CFR1 line 45), Total Property-Provider Paid (CFR1 line 63), 
Housekeeping and Maintenance Staff (CFR4 Title 102), Salaried Clinical dollars (CFR4 
Title Code 300s), and Contracted Clinical dollars (CFR4A Title Code 300s), totaled by 
provider, to calculate the General and Administrative quotient.  Divide the Provider 
Average Direct Care Hourly Rate-Excluding General and Administrative as computed 
in subparagraph (j) of this paragraph, by 1 minus the applicable Provider Average 
General and Administrative quotient, as computed previously in this subparagraph.  
From this total subtract the Provider Average Direct Care Wage Hourly Rate-
Excluding General and Administrative, as computed in subparagraph (j) of this 
paragraph. 

 
(l) Target Rate Provider Average Direct Care Hourly Rate = Add Provider Average Direct 

Care Wage, as computed in subparagraph (g) of this paragraph, Provider Average 
Employee-Related Hourly Component as computed in subparagraph (h) of this 
paragraph, Provider Average Program Support Hourly Component as computed in 
subparagraph (i) of this paragraph, and Provider General and Administrative Hourly 
Component as computed in subparagraph (k) of this paragraph. 

 
(m) Statewide Average Direct Care Hours Per Person = From the CFR for the base year, 

divide Total Salaried and Contracted Direct Care Hours (CFR4 and CFR4-A, Title 
200s) by the sum of the capacities for all Voluntary Provider rate sheets for the base 
year (pro-rated for partial year sites). 

 
(n) Statewide Average Direct Hours Per Provider = Multiply Statewide Average Direct 

Care Hours Per Person, by the applicable provider acuity factor, the applicable 
provider E-Score factor, and the provider Rate Sheet capacity for the base year (pro-
rated for partial year sites). 

 
(o) Statewide Budget Neutrality Adjustment Factor for Hours = From the CFR for the 

base year, divide Total Salaried and Contracted Direct Care Hours (CFR4 and CFR4-A, 
Title 200s) by the Statewide Average Direct Hours Per Provider totaled for all 
providers. 

 
(p) Calculated Direct Care Hours = Multiply Statewide Average Direct Care Hours Per 

Provider, as computed in subparagraph (n) of this paragraph by the Statewide 
Budget Neutrality Adjustment Factor for Hours, as computed in subparagraph (o) of 
this paragraph.  Divide by the Rate Sheet capacity for the base year (pro-rated for 
partial year sites).  Multiply by Rate Period capacity for the Initial period. 

 
(q) Regional Average Clinical Hourly Wage = From the CFR for the base year, divide 

Salaried Clinical dollars (CFR4, Title Code  
300s), totaled by DOH Region, by Salaried Clinical hours (CFR4, Title Code 300s), 
totaled by DOH Region. 

 
(r) Provider Average Clinical Hourly Wage = From the CFR for the base year, divide 

Salaried Clinical dollars (CFR4, Title Code 300s), totaled by provider, by Salaried 
Clinical hours (CFR4, Title Code 300s), totaled by provider. 
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(s) Provider Salaried Clinical Hours = From the CFR for the base year, divide Salaried 
Clinical hours (CFR4, Title 300s), totaled by provider, by Rate Sheet capacity for the 
base year (pro-rated for partial year sites).  Multiply by Rate Period capacity for the 
Initial Period. 

 
(t) Regional Average Contracted Clinical Hourly Wage = From the CFR for the base year, 

divide Contracted Clinical dollars (CFR4A, Title Code 300s) totaled by DOH Region by 
Contracted Clinical hours (CFR4A, Title Code 300s), totaled by DOH Region.   

 
(u) Provider Contracted Clinical Hours = From the CFR for the base year, divide 

Contracted Clinical hours (CFR4A, Title 300s), totaled by provider, by Rate Sheet 
capacity for the base year (pro-rated for partial year sites).  Multiply by Rate Period 
capacity for the Initial Period. 

 
(v) Provider Direct Care Hourly Rate- Adjusted for Wage Equalization = multiply 

applicable Provider Average Direct Care Hourly Rate, as computed in subparagraph 
(l) of this paragraph, by .75.  Multiply applicable Regional Average Direct Care Hourly 
Rate, as computed in subparagraph (f) of this paragraph, by .25.  Add results 
together.  

 
(w) Provider Clinical Hourly Wage – Adjusted for Wage Equalization = multiply applicable 

Provider Average Clinical Hourly Wage by .75.  Multiply applicable Regional Average 
Clinical Hourly Wage, by .25.  Add results together.   

 
(x) Provider Reimbursement from Direct Care Hourly Rate = multiply applicable 

Calculated Direct Care Hours, by applicable Provider Direct Care Hourly Rate-
Adjusted for Wage Equalization. 

 
(y) Provider Reimbursement from Clinical Hourly Wage = multiply applicable Provider 

Salaried Clinical hours, as computed in subparagraph (s) of this paragraph, by 
applicable Provider Clinical Hourly Wage-Adjusted for Wage Equalization. 

 
(z) Provider Reimbursement from Contracted Clinical Hourly Wage = multiply applicable 

Provider Contracted Clinical hours, as computed in subparagraph (u) of this 
paragraph, by applicable Regional Average Contracted Clinical Hourly Wage. 

 
(aa) Provider Operating Revenue = Add applicable Provider Reimbursement from Direct 

Care Hourly Rate, applicable Provider Reimbursement from Clinical Hourly Wage, and 
applicable Provider Reimbursement from Contracted Clinical Hourly Wage. 

 
(bb) Statewide Budget Neutrality Adjustment Factor for Operating Dollars = Divide the 

sum of Operating Revenue from all provider Rate Sheets in effect on 6/30/14, by the 
sum of all Provider Operating Revenue as calculated in (aa). 

 
(cc) Total Provider Operating Revenue- Adjusted = multiply applicable Provider Operating 

Revenue, by Statewide Budget Neutrality Adjustment Factor for Operating Dollars. 
   
(dd) Initial Target Daily Operating Rate = Divide the sum of applicable Total Provider 

Operating Revenue - Adjusted as computed in (cc) and applicable Adjustments as 
computed in subdivision VII, by the applicable Rate Period capacity for the Initial 
Period.  Divide such quotient by 365, or in the case of a leap year 366.  To this result 
apply the occupancy adjustment, as specified in paragraph t of Section I. 
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ii. Alternative Operating Cost Hourly Component – For providers that did not submit a cost 
report for Residential Habilitation – Supervised IRA services for the base year, the target 
daily operating rate shall be a regional daily operating rate, computed as fo llows:  

 
(a) Reimbursement from Regional Direct Care Hourly Rate = from the base year, divide 

the Salaried and Contracted Direct Care Hours (CFR4 and CFR4-A, Title 200s), 
totaled by DOH region, by Rate Sheet capacity for the base year (pro-rated for 
partial year sites), totaled by DOH region.   Multiply by the applicable Regional 
Average Direct Care Hourly Rate, as computed in subparagraph (f) of paragraph i, 
and by Rate Period capacity for the Initial Period. 

 
(b) Reimbursement from Regional Clinical Hourly Wage = from the base year, divide the 

Salaried and Contracted Clinical Hours (CFR4 and CFR4-A, Title 300s), totaled by 
DOH region, by Rate Sheet capacity for the base year (pro-rated for partial year 
sites), totaled by DOH region.   Multiply by the applicable Regional Average Clinical 
Hourly Wage, as computed in subparagraph (q)  
of this paragraph, and by Rate Period capacity for the Initial Period. 

 
(c) Provider Operating Revenue = Add applicable Reimbursement from Regional Direct 

Care Hourly Rate, as computed in subparagraph (a) of this paragraph, and applicable 
Reimbursement from Regional Clinical Hourly Wage, as computed in subparagraph 
(b) of this paragraph. 

 
(d) Total Provider Operating Revenue – Adjusted = Multiply applicable Provider 

Operating Revenue, as computed in subparagraph (c) of this paragraph, by 
Statewide Budget Neutrality Adjustment Factor for Operating Dollars, as computed in 
subparagraph (bb) of paragraph i. 

 
(e) Target Regional Daily Operating Rate = Divide the sum of applicable Total Provider 

Operating Revenue-Adjusted, as computed in subparagraph (d) of this paragraph 
and applicable Adjustments as computed in subdivision VII, by the applicable Rate 
Period capacity for the Initial Period.  Divide such quotient by365, or in the case of a 
leap year 366. This rate will be in effect until such time that the provider has 
submitted a cost report for a base year which will be used in the calculation of a 
subsequent rate period.  

 
The rates are available here: 
https://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene/index.htm.  
These rates may be adjusted to incorporate funding to reflect cost-of Living (COLA), 
compensation increases, or any other adjustments authorized pursuant to NYS law. 
 
For  cost reporting periods beginning July 1, 2015 and thereafter, NS providers are 
required to file an annual Consolidated Fiscal Report (CFR) to the State by June 1st 
for providers reporting on the January 1st through December 31st period or 
December 1st for providers reporting on the July 1st through June 30th period. If the 
completed CFR is not submitted by either June 1st for providers reporting on the 
January 1st through December 31st period or December 1st for providers reporting 
on the July 1st through June 30th period, a 2 percent penalty on the provider’s 
OPWDD Medicaid reimbursement will be imposed effective on the due date of the 
CFR. However, OPWDD will not impose such a penalty if it determines that there 
were unforeseeable circumstances beyond the provider’s control (such as a natural 
disaster, or other circumstance as determined by the OPWDD commissioner) that 
prevented the provider from filing the cost report by the due date. 
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c.      Residential Habilitation – Supportive IRA 

 
i. Target Rate Operating Cost Hourly Components  
(a) Regional Average Direct Care Hourly Wage = From the CFR for the base year, divide 

Salaried Direct Care dollars (CFR4, Title Code 200s), totaled by DOH Region, for all 
Residential Habilitation–Supervised IRA, Residential Habilitation–Supportive IRA, Day 
Habilitation–Group and Supplemental Group, and Intermediate Care Facility for the 
Developmentally Disabled programs by Salaried Direct Care hours (CFR4, Title Code 
200s), totaled by DOH Region, for Residential Habilitation–Supervised IRA, 
Residential Habilitation–Supportive IRA, Day Habilitation -Group and Supplemental 
Group, and Intermediate Care Facility for the Developmentally Disabled programs. 

 
(b) Regional Average Employee-Related Hourly Component = From the CFR for the base 

year, add Vacation Leave Accruals (CFR1 line 17) and Total Fringe Benefits (CFR1 
line 20), totaled by DOH Region.  Divide by Salaried Direct Care dollars (CFR4, Title 
Code 200s), totaled by DOH Region.  Multiply by the applicable  
Regional Average Direct Care Hourly Wage as computed in subparagraph (a) of this 
paragraph.      

 
(c) Regional Average Program Support Hourly Component = From the CFR for the base 

year, add Transportation Related-Participant (CFR1 line 24), Staff Travel (CFR1 line 
25), Participant Incidentals (CFR1 line 26), Expensed Adaptive Equipment (CFR1 line 
27), Staff Development (CFR1 line 34), Supplies and Materials-Non-Household (CFR1 
line 36), Other-OTPS (CFR1 line 40), Lease/Rental Vehicle (CFR1 line 42), 
Depreciation-Vehicle (CFR1 line 44), Interest-Vehicle (CFR1 line 46),  Other-
Equipment (CFR1 line 47), Other Than To/From Transportation Allocation (CFR1 line 
68a), Salaried Support dollars (CFR4 Title Code 100s, excluding Housekeeping and 
Maintenance Staff Title 102) and Salaried Program Administration dollars (CFR4 Title 
500s), totaled by DOH Region.  Divide by Salaried Direct Care dollars (CFR4, Title 
Code 200s), totaled by DOH Region.  Multiply by the applicable Regional Average 
Direct Care Hourly Wage as computed in subparagraph (a) of this paragraph. 

 
(d) Regional Average Direct Care Hourly Rate-Excluding General and Administrative = 

Add applicable Regional Average Direct Care Hourly Wage as computed in 
subparagraph (a) of this paragraph, applicable Regional Average Employee-Related 
Hourly Component as computed in subparagraph (b) of this paragraph, and 
applicable Regional Average Program Support Hourly Component as computed in 
subparagraph (c) of this paragraph. 

 
(e) Regional Average General and Administrative Hourly Component = From the CFR for 

the base year, add Insurance-General (CFR1 line 39) and Allowable Agency 
Administration, totaled by DOH Region.  Divide by the sum of Total Program/Site 
Costs (CFR1 line 67) and Other Than To/From Transportation Allocation (CFR1 line 
68a), minus the sum of Food (CFR line 21), Repairs and Maintenance (CFR1 line 22), 
Utilities (CFR1 line 23), Expensed Equipment (CFR1 line 28), Household Supplies 
(CFR1 line 37), Telephone (CFR1 line 38), Lease/Rental Equipment (CFR1 line 43), 
Depreciation Equipment (CFR1 line 45), Total Property-Provider Paid (CFR1 line 63), 
Housekeeping and Maintenance Staff (CFR4 Title 102), Salaried Clinical dollars (CFR4 
Title Code 300s), and Contracted Clinical dollars (CFR4A Title Code 300s), totaled by 
DOH Region, to calculate the General and Administrative quotient.  Divide the 
Regional  
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Average Direct Care Hourly Rate-Excluding General and Administrative, as computed 
in subparagraph (d) of this paragraph, by 1 minus the applicable Regional Average 
General and Administrative quotient, as computed previously in this subparagraph.  
From this total subtract the applicable Regional Average Direct Care Wage Hourly 
Rate-Excluding General and Administrative, as computed in subparagraph (d) of this 
paragraph. 

 
(f) Regional Average Direct Care Hourly Rate = Add applicable Regional Average Direct 

Care Hourly Wage, as computed in subparagraph (a) of this paragraph, applicable 
Regional Average Employee-Related Hourly Component as computed in 
subparagraph (b) of this paragraph, applicable Regional Average Program Support 
Hourly Component as computed in subparagraph (c) of this paragraph, and 
applicable Regional General and Administrative Hourly Component as computed in 
subparagraph (e) of this paragraph.  

 
(g) Provider Average Direct Care Wage = From the CFR for the base year, divide 

Salaried Direct Care dollars (CFR4, Title Code 200s), totaled by provider by Salaried 
Direct Care hours (CFR4, Title Code 200s), totaled by provider.  

 
(h) Provider Average Employee-Related Hourly Component = From the CFR for the base 

year, add Vacation Leave Accruals (CFR1 line 17) and Total Fringe Benefits (CFR1 
line 20), totaled by provider.  Divide by Salaried Direct Care dollars (CFR4, Title Code 
200s), totaled by provider.  Multiply by the Provider Average Direct Care Wage as 
computed in subparagraph (g) of this paragraph.       

 
(i) Provider Average Program Support Hourly Component = From the CFR for the base 

year, add Transportation Related-Participant (CFR1 line 24), Staff Travel (CFR1 line 
25), Participant Incidentals (CFR1 line 26), Expensed Adaptive Equipment (CFR1 line 
27), ,Staff Development (CFR1 line 34), Supplies and Materials-Non-Household (CFR1 
line 36), Other-OTPS (CFR1 line 40), Lease/Rental Vehicle (CFR1 line 42), 
Depreciation-Vehicle (CFR1 line 44), Interest-Vehicle (CFR1 line 46), Other-
Equipment (CFR1 line 47), Other Than To/From Transportation Allocation (CFR1 line 
68a), Salaried Support dollars (CFR4 Title Code 100s, excluding Housekeeping and 
Maintenance Staff Title 102) and  
Salaried Program Administration dollars (CFR4 Title 500s), totaled by provider.  
Divide by Salaried Direct Care dollars (CFR4, Title Code 200s), totaled by provider.  
Multiply by the Provider Average Direct Care Wage as computed in subparagraph (g) 
of this paragraph. 

 
(j) Provider Average Direct Care Hourly Rate-Excluding General and Administrative= Add 

Provider Average Direct Care Wage as computed in subparagraph (g) of this 
paragraph, Provider Average Employee-Related Hourly Component as computed in 
subparagraph (h) of this paragraph, and Provider Average Program Support Hourly 
Component as computed in subparagraph (i) of this paragraph. 

 
(k) Provider Average General and Administrative Hourly Component = From the CFR for 

the base year, add Insurance-General (CFR1 line 39) and Allowable Agency 
Administration, totaled by provider.  Divide by the sum of Total Program/Site Costs 
(CFR1 line 67) and Other Than To/From Transportation Allocation (CFR1 line 68a), 
minus the sum of Food (CFR line 21), Repairs and Maintenance (CFR1 line 22), 
Utilities (CFR1 line 23), Expensed Equipment (CFR1 line 28), Household Supplies 
(CFR1 line 37), Telephone (CFR1 line 38), Lease/Rental Equipment (CFR1 line 43), 
Depreciation Equipment (CFR1 line 45), Total Property-Provider Paid (CFR1 line 63), 
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Housekeeping and Maintenance Staff (CFR4 Title 102), Salaried Clinical dollars (CFR4 
Title Code 300s), and Contracted Clinical dollars (CFR4A Title Code 300s), totaled by 
provider, to calculate the General and Administrative quotient.  Divide the Provider 
Average Direct Care Hourly Rate-Excluding General and Administrative, as computed 
in subparagraph j) of this paragraph, by 1 minus the applicable Provider Average 
General and Administrative quotient, as computed previously in this subparagraph.  
From this total subtract the Provider Average Direct Care Wage Hourly Rate-
Excluding General and Administrative, as computed in subparagraph (j) of this 
paragraph. 

 
(l) Provider Average Direct Care Hourly Rate = Add Provider Average Direct Care Wage, 

as computed in subparagraph (g) of this paragraph, Provider Average Employee-
Related Hourly Component as computed in subparagraph (h) of this paragraph, 
Provider Average Program Support Hourly Component as computed in subparagraph 
(i) of this paragraph, and Provider General and Administrative Hourly Component as 
computed in subparagraph (k) of this paragraph.   

 
(m) Statewide Average Direct Care Hours Per Person = From the CFR for the base year, 

divide Total Salaried and Contracted Direct Care Hours (CFR4 and CFR4-A, Title 
200s) by total capacity from the Rate Sheets for the base year (pro-rated for partial 
year sites). 

 
(n) Statewide Average Direct Hours Per Provider = Multiply Statewide Average Direct 

Care Hours Per Person, as computed in subparagraph (m) of this paragraph, by the 
applicable provider acuity factor, and by the provider Rate Sheet capacity for the 
base year (pro-rated for partial year sites). 

 
(o) Statewide Budget Neutrality Adjustment Factor for Hours = From the CFR from all 

Providers for the base year, divide Total Salaried and Contracted Direct Care Hours 
(CFR4 and CFR4-A, Title 200s) by the total of Statewide Average Direct Hours per 
Provider for all providers, as computed in subparagraph (n) of this paragraph. 

 
(p) Calculated Direct Care Hours = Multiply Statewide Average Direct Care Hours Per 

Provider, as computed in subparagraph (n) of this paragraph, by the Statewide 
Budget Neutrality Adjustment Factor for Hours, as computed in subparagraph (o) of 
this paragraph.  Divide by the Rate Sheet capacity for the base year (pro-rated for 
partial year sites).  Multiply by Rate Period capacity for the Initial period. 

 
(q) Regional Average Clinical Hourly Wage = From the CFR for the base year, divide 

Salaried Clinical dollars (CFR4, Title Code 300s), totaled by DOH Region, by Salaried 
Clinical hours (CFR4, Title Code 300s), totaled by DOH Region. 

 
(r) Provider Average Clinical Hourly Wage = From the CFR for the base year, divide 

Salaried Clinical dollars (CFR4, Title Code 300s), totaled by provider, by Salaried 
Clinical hours (CFR4, Title Code 300s), totaled by provider. 

 
(s) Provider Salaried Clinical Hours = From the CFR for the base year, divide Salaried 

Clinical hours (CFR4, Title 300s), totaled by provider, by Rate Sheet capacity for the 
base year (pro-rated for partial year sites).  Multiply by Rate Period capacity for the 
Initial Period. 

 



Draft Waiver Amendment 10-01-2023                                                                                                          Page 334 of 370 
 

 

(t) Regional Average Contracted Clinical Hourly Wage = From the CFR for the base year, 
divide Contracted Clinical dollars (CFR4A, Title Code 300s) totaled by DOH Region by 
Contracted Clinical hours (CFR4A, Title Code 300s), totaled by DOH Region.   

 
(u) Provider Contracted Clinical Hours = From the CFR for the base year, for each 

provider, divide Contracted Clinical hours (CFR4A, Title 300s) by Rate Sheet capacity 
for the base year (pro-rated for partial year sites).  Multiply by Rate Period capacity 
for the Initial Period. 

 
(v) Provider Direct Care Hourly Rate-Adjusted for Wage Equalization = Multiply 

applicable Provider Average Direct Care Hourly Rate, as computed in subparagraph 
(l) of this paragraph, by .75.  Multiply applicable Regional Average Direct Care Hourly 
Rate, as computed in subparagraph (f) of this paragraph, by .25.  Add results 
together.  

 
(w) Provider Clinical Hourly Wage – Adjusted for Wage Equalization = Multiply applicable 

Provider Average Clinical Hourly Wage, as computed in subparagraph (r) of this 
paragraph, by .75.  Multiply applicable Regional Average Clinical Hourly Wage, as 
computed in subparagraph (q) of this paragraph, by .25.  Add results together.   

 
(x) Provider Reimbursement from Direct Care Hourly Rate = Multiply applicable 

Calculated Direct Care Hours, as computed in subparagraph (p) of this paragraph, by 
applicable Provider Direct Care Hourly Rate-Adjusted for Wage Equalization, as 
computed in subparagraph (v) of this paragraph. 

 
(y) Provider Reimbursement from Clinical Hourly Wage = Multiply applicable Provider 

Salaried Clinical hours, as computed in subparagraph (s) of this paragraph, by 
applicable Provider Clinical Hourly Wage-Adjusted for Wage Equalization, as 
computed in subparagraph (w) of this paragraph. 

 
(z) Provider Reimbursement from Contracted Clinical Hourly Wage = Multiply applicable 

Provider Contracted Clinical hours, as computed in subparagraph (u) of this 
paragraph, by applicable Regional Average Contracted Clinical Hourly Wage, as 
computed in subparagraph (t) of this paragraph. 

 
(aa) Provider Operating Revenue = Add applicable Provider Reimbursement from Direct 

Care Hourly Rate, as computed in subparagraph (x) of this paragraph, applicable 
Provider Reimbursement from Clinical Hourly Wage, as computed in subparagraph 
(y) of this paragraph, and applicable Provider Reimbursement from Contracted 
Clinical Hourly Wage, computed in subparagraph (z) of this paragraph.  

 
(bb) Statewide Budget Neutrality Adjustment Factor for Operating Dollars = Divide 

Operating Revenue from all provider Rate Sheets for the Initial Period, by Provider 
Operating Revenue for all providers, as computed in subparagraph (aa) of this 
paragraph. 
 

(cc) Total Provider Operating Revenue - Adjusted = Multiply applicable Provider Operating 
Revenue, as computed in subparagraph (aa) of this paragraph, by Statewide Budget 
Neutrality Adjustment Factor for Operating Dollars, as computed in subparagraph 
(bb) of this paragraph. 
 

(dd) Target Monthly Operating Rate = Divide the sum of applicable Total Provider 
Operating Revenue - Adjusted as computed in (cc) and applicable Adjustments as 
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computed in subdivision VII, by the applicable Rate Period capacity for the Initial 
Period.  Divide such quotient by twelve. 

 
ii. Alternative Operating Cost Hourly Component – For providers that did not submit a cost 

report for Residential Habilitation – Supportive IRA services for the base year, the target 
monthly operating rate shall be a regional daily operating rate, calculated as follows:  

 
(a) Reimbursement from Regional Direct Care Hourly Rate = From the base year, divide 

the Salaried and Contracted Direct Care Hours (CFR4 and CFR4-A, Title 200s), 
totaled by DOH region, by Rate Sheet capacity for the base year (pro-rated for 
partial year sites), totaled by DOH region.  Multiply by the applicable Regional 
Average Direct Care Hourly Rate, as computed in subparagraph (f) of paragraph i, 
and by Rate Period capacity for the Initial Period. 

 
(b) Reimbursement from Regional Clinical Hourly Wage = From the base year, divide the 

Salaried and Contracted Clinical Hours (CFR4 and CFR4-A, Title 300s), totaled by 
DOH region, by Rate Sheet capacity for the base year (pro-rated for partial year 
sites), totaled by DOH region.  Multiply by the applicable Regional Average Clinical 
Hourly Wage, as computed in subparagraph (q) of paragraph i, and by Rate Period 
capacity for the Initial Period. 

 
(c) Provider Operating Revenue = Add applicable Reimbursement from Regional Direct 

Care Hourly Rate, as computed in subparagraph (a) of this paragraph, and applicable 
Reimbursement from Regional Clinical Hourly Wage, as computed in subparagraph 
(b) of this paragraph. 

 
(d) Total Provider Operating Revenue – Adjusted = Multiply applicable Provider 

Operating Revenue, as computed in subparagraph (c) of this paragraph, by 
Statewide Budget Neutrality Adjustment Factor for Operating Dollars, as computed in 
subparagraph (bb) of paragraph i. 

 
(e) Target Regional Monthly Operating Rate = Divide the sum of applicable Total 

Provider Operating Revenue-Adjusted, as computed in subparagraph (d) of this 
paragraph and applicable Adjustments as computed in subdivision VII, by the 
applicable Rate Period capacity for the Initial Period.  Divide such quotient by twelve. 
This rate will be in effect until such time that the provider has submitted a cost 
report for a base year which will be used in the calculation of a subsequent rate 
period.   
 
The rates are available here: 
https://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene/index.htm.  
These rates may be adjusted to incorporate funding to reflect cost-of Living (COLA), 
compensation increases, or any other adjustments authorized pursuant to NYS law. 

For cost reporting periods beginning July 1, 2015 and thereafter, NS providers are 
required to file an annual CFR to the State by June 1st for providers reporting on the 
January 1st through December 31st period or December 1st for providers reporting 
on the July 1st through June 30th period. If the completed CFR is not submitted by 
either June 1st for providers reporting on the January 1st through December 31st 
period or December 1st for providers reporting on the July 1st through June 30th 
period, a 2 percent penalty on the provider’s OPWDD Medicaid reimbursement will be 
imposed effective on the due date of the CFR. However, OPWDD will not impose 
such a penalty if it determines that there were unforeseeable circumstances beyond 
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the provider’s control (such as a natural disaster, or other circumstance as 
determined by the OPWDD commissioner) that prevented the provider from filing the 
cost report by the due date. 

 
d. Day Habilitation – Group and Supplemental Group 

i. Target rate Operating Cost Hourly Components  
(a) Regional Average Direct Care Hourly Wage = From the CFR for the base year, divide 

Salaried Direct Care dollars (CFR4, Title Code 200s), totaled by DOH Region, for all 
Residential Habilitation–Supervised IRA, Residential Habilitation–Supportive IRA, Day 
Habilitation -Group and Supplemental Group, and Intermediate Care Facility for the 
Developmentally Disabled programs by Salaried Direct Care hours (CFR4, Title Code 
200s), totaled by DOH Region, for Residential Habilitation–Supervised IRA, 
Residential Habilitation–Supportive IRA, Day Habilitation -Group and Supplemental 
Group, and Intermediate Care Facility for the Developmentally Disabled programs.  

 
(b) Regional Average Employee-Related Hourly Component = From the CFR for the base 

year, add Vacation Leave Accruals (CFR1 line 17) and Total Fringe Benefits (CFR1 
line 20), totaled by DOH Region.  Divide by Salaried Direct Care dollars (CFR4, Title 
Code 200s), totaled by DOH Region.  Multiply by the applicable Regional Average 
Direct Care Hourly Wage as computed in subparagraph (a) of this paragraph.      

 
(c) Regional Average Program Support Hourly Component = From the CFR for the base 

year, add Transportation Related-Participant (CFR1 line 24), Staff Travel (CFR1 line 
25), Participant Incidentals (CFR1 line 26), Expensed Adaptive Equipment (CFR1 line 
27), Staff Development (CFR1 line 34), Supplies and Materials-Non-Household (CFR1 
line 36), Other-OTPS (CFR1 line 40), Lease/Rental Vehicle (CFR1 line 42), 
Depreciation-Vehicle (CFR1 line 44), Interest-Vehicle (CFR1 line 46),  Other-
Equipment (CFR1 line 47), Other Than To/From Transportation Allocation (CFR1 line 
68a), Salaried Support dollars (CFR4 Title Code 100s, excluding Housekeeping and 
Maintenance Staff Title 102) and Salaried Program Administration dollars (CFR4 Title 
500s), totaled by DOH Region.  Divide by Salaried Direct Care dollars (CFR4, Title 
Code 200s), totaled by DOH Region.  Multiply by the applicable Regional Average 
Direct Care Hourly Wage as computed in subparagraph (a) of this paragraph. 

 
(d) Regional Average Direct Care Hourly Rate-Excluding General and Administrative = 

Add applicable Regional Average Direct Care Hourly Wage as computed in 
subparagraph (a) of this paragraph, applicable Regional Average Employee-Related 
Hourly Component as computed in subparagraph (b) of this paragraph, and 
applicable Regional Average Program Support Hourly Component as computed in 
subparagraph (c) of this paragraph.  

 
(e) Regional Average General and Administrative Hourly Component = From the CFR for 

the base year, add Insurance-General (CFR1 line 39) and Allowable Agency 
Administration, totaled by DOH Region.  Divide by the sum of Total Program/Site 
Costs (CFR1 line 67) and Other Than To/From Transportation Allocation (CFR1 line 
68a), minus the sum of Food (CFR line 21), Repairs and Maintenance (CFR1 line 22), 
Utilities (CFR1 line 23), Expensed Equipment (CFR1 line 28), Household Supplies 
(CFR1 line 37), Telephone (CFR1 line 38), Lease/Rental Equipment (CFR1 line 43), 
Depreciation Equipment (CFR1 line 45), Total Property-Provider Paid (CFR1 line 63), 
Housekeeping and Maintenance Staff (CFR4 Title 102), Salaried Clinical dollars (CFR4 
Title Code 300s), and Contracted Clinical dollars (CFR4A Title Code 300s), totaled by 
DOH Region, to calculate the General and Administrative quotient.  Divide the 
Regional Average Direct Care Hourly Rate-Excluding General and Administrative, as 
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computed in subparagraph (d) of this paragraph, by 1 minus the applicable Regional 
Average General and Administrative quotient, as computed previously in this 
subparagraph.  From this total subtract the applicable Regional Average Direct Care 
Wage Hourly Rate-Excluding General and Administrative, as computed in 
subparagraph (d) of this paragraph.  

 
(f) Regional Average Direct Care Hourly Rate = Add applicable Regional Average Direct 

Care Hourly Wage, as computed in subparagraph (a) of this paragraph, applicable 
Regional Average Employee-Related Hourly Component as computed in 
subparagraph (b) of this paragraph, applicable Regional Average Program Support 
Hourly Component as computed in subparagraph (c) of this paragraph, and 
applicable Regional General and Administrative Hourly Component as computed in 
subparagraph (e) of this paragraph.  

 
(g) Provider Average Direct Care Wage = From the CFR for the base year, divide 

Salaried Direct Care dollars (CFR4, Title Code 200s), totaled by provider by Salaried 
Direct Care hours (CFR4, Title Code 200s), totaled by provider. 

 
(h) Provider Average Employee-Related Hourly Component = From the CFR for the base 

year, add Vacation Leave Accruals (CFR1 line 17) and Total Fringe Benefits (CFR1 
line 20), totaled by provider.  Divide by Salaried Direct Care dollars (CFR4, Title Code 
200s), totaled by provider.  Multiply by the Provider Average Direct Care Wage as 
computed in subparagraph (g) of this paragraph. 

 
(i) Provider Average Program Support Hourly Component = From the CFR for the base 

year, add Transportation Related-Participant (CFR1 line 24), Staff Travel (CFR1 line 
25), Participant Incidentals (CFR1 line 26), Expensed Adaptive Equipment (CFR1 line 
27), Staff Development (CFR1 line 34), Supplies and Materials-Non-Household (CFR1 
line 36), Other-OTPS (CFR1 line 40), Lease/Rental Vehicle (CFR1 line 42), 
Depreciation-Vehicle (CFR1 line 44), Interest-Vehicle (CFR1 line 46),  Other-
Equipment (CFR1 line 47), Other Than To/From Transportation Allocation (CFR1 line 
68a), Salaried Support dollars (CFR4 Title Code 100s, excluding Housekeeping and 
Maintenance Staff Title 102) and Salaried Program Administration dollars (CFR4 Title 
500s), totaled by provider.  Divide by Salaried Direct Care dollars (CFR4, Title Code 
200s), totaled by provider.  Multiply by the Provider Average Direct Care Wage as 
computed in subparagraph (g) of this paragraph.  

 
(j) Provider Average Direct Care Hourly Rate-Excluding General and Administrative= Add 

Provider Average Direct Care Wage as computed in subparagraph (g) of this 
paragraph, Provider Average Employee-Related Hourly Component as computed in 
subparagraph (h) of this paragraph, and Provider Average Program Support Hourly 
Component as computed in subparagraph (i) of this paragraph. 

 
(k) Provider Average General and Administrative Hourly Component = From the CFR for 

the base year, add Insurance-General (CFR1 line 39) and Allowable Agency 
Administration, totaled by provider.  Divide by the sum of Total Program/Site Costs 
(CFR1 line 67) and Other Than To/From Transportation Allocation (CFR1 line 68a), 
minus the sum of Food (CFR line 21), Repairs and Maintenance (CFR1 line 22), 
Utilities (CFR1 line 23), Expensed Equipment (CFR1 line 28), Household Supplies 
(CFR1 line 37), Telephone (CFR1 line 38), Lease/Rental Equipment  

 
(CFR1 line 43), Depreciation Equipment (CFR1 line 45), Total Property-Provider Paid 
(CFR1 line 63), Housekeeping and Maintenance Staff (CFR4 Title 102), Salaried 
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Clinical dollars (CFR4 Title Code 300s), and Contracted Clinical dollars (CFR4A Title 
Code 300s), totaled by provider, to calculate the General and Administrative 
quotient.  Divide the Provider Average Direct Care Hourly Rate-Excluding General and 
Administrative, as computed in subparagraph (j) of this paragraph, by 1 minus the 
applicable Provider Average General and Administrative quotient, as computed 
previously in this subparagraph.  From this total subtract the Provider Average Direct 
Care Wage Hourly Rate-Excluding General and Administrative, as computed in 
subparagraph (j) of this paragraph. 

 
(l) Provider Average Direct Care Hourly Rate = Add Provider Average Direct Care Wage, 

as computed in subparagraph (g) of this paragraph, Provider Average Employee-
Related Hourly Component as computed in subparagraph (h) of this paragraph, 
Provider Average Program Support Hourly Component as computed in subparagraph 
(i) of this paragraph, and Provider General and Administrative Hourly Component as 
computed in subparagraph (k) of this paragraph.   

 
(m) Provider Direct Care Hours = From the CFR for the base year, add Salaried and 

Contracted Direct Care hours (CFR4 and CFR4A, Title 200s), by provider.  Divide by 
provider billed units for the base year.  Multiply by Rate Period authorized units for 
the Initial Period. 

 
(n) Regional Average Clinical Hourly Wage = From the CFR for the base year, divide 

Salaried Clinical dollars (CFR4, Title Code 300s), totaled by DOH Region, by Salaried 
Clinical hours (CFR4, Title Code 300s), totaled by DOH Region. 

 
(o) Provider Average Clinical Hourly Wage = From the CFR for the base year, divide 

Salaried Clinical dollars (CFR4, Title Code 300s), totaled by provider, by Salaried 
Clinical hours (CFR4, Title Code 300s), totaled by provider 

 
(p) Provider Salaried Clinical Hours = From the CFR for the base year, divide Salaried 

Clinical hours (CFR4, Title 300s), totaled by provider, by provider billed units for the 
base year.  Multiply by Rate Period authorized units for the Initial Period. 

 
(q) Regional Average Contracted Clinical Hourly Wage = From the CFR for the base year, 

divide Contracted Clinical dollars (CFR4A, Title Code 300s) totaled by DOH Region by 
Contracted Clinical hours (CFR4A, Title Code 300s), totaled by DOH Region. 

 
(r) Provider Contracted Clinical Hours = From the CFR for the base year, divide 

Contracted Clinical hours (CFR4A, Title 300s), totaled by provider, by provider billed 
units for the base year.  Multiply by Rate Period authorized units for the Initial 
Period. 

 
(s) Provider Direct Care Hourly Rate- Adjusted for Wage Equalization = Multiply 

applicable Provider Average Direct Care Hourly Rate, as computed in subparagraph 
(l) of this paragraph, by .75.  Multiply applicable Regional Average Direct Care Hourly 
Rate, as computed in subparagraph (f) of this paragraph, by .25.  Add results 
together. 

 
(t) Provider Clinical Hourly Wage – Adjusted for Wage Equalization = Multiply applicable 

Provider Average Clinical Hourly Wage, as computed in subparagraph (o) of this 
paragraph, by .75.  Multiply applicable Regional Average Clinical Hourly Wage, as 
computed in subparagraph (n) of this paragraph, by .25.  Add results together.  
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(u) Provider Reimbursement from Direct Care Hourly Rate = Multiply applicable Provider 
Direct Care Hours, as computed in subparagraph (m) of this paragraph, by applicable 
Provider Direct Care Hourly Rate-Adjusted for Wage Equalization, as computed in 
subparagraph (s) of this paragraph. 

 
(v) Provider Reimbursement from Clinical Hourly Wage = Multiply applicable Provider 

Salaried Clinical Hours, as computed in subparagraph (p) of this paragraph, by 
applicable Provider Clinical Hourly Wage-Adjusted for Wage Equalization, as 
computed in subparagraph (t) of this paragraph. 

 
(w) Provider Reimbursement from Contracted Clinical Hourly Wage = Multiply applicable 

Provider Contracted Clinical Hours, as computed in subparagraph (r) of this 
paragraph, by applicable Regional Average Contracted Clinical Hourly Wage, as 
computed in subparagraph (q) of this paragraph. 

 
(x) Provider Facility Reimbursement – From the CFR for the base year, add Food (CFR 

line 21), Repairs and Maintenance (CFR1 line 22), Utilities (CFR1 line 23), Expensed 
Equipment (CFR1 line 28), Household Supplies (CFR1 line 37), Telephone (CFR1 line 
38), Lease/Rental Equipment (CFR1 line 43), Depreciation of Equipment (CFR1 line 
45), Insurance – Property and Casualty (CFR1 line 55), Housekeeping and 
Maintenance Staff (CFR4 Title 102), and Program Administration Property (OPWDD4 
line 24), 
totaled by provider.  Divide by the provider billed units for the base year.  Multiply by 
Rate Period authorized units for the Initial Period. 

 
(y) To/From transportation will be updated on 7/01/2024. After 7/01/2024 to/from 

transportation will be updated annually by utilizing the most current available CFR.  
Divide To/From Transportation Allocation (CFR1 line 68b) by applicable provider 
billed units.  Multiply by rate period authorized units. 

 
(z) Provider Operating Revenue = Add applicable Provider Reimbursement from Direct 

Care Hourly Rate, as computed in subparagraph (u) of this paragraph, applicable 
Provider Reimbursement from Clinical Hourly Wage, as computed in subparagraph 
(v) of this paragraph, applicable Provider Reimbursement from Contracted Clinical 
Hourly Wage, as computed in subparagraph (w) of this paragraph, applicable 
Provider Facility Reimbursement, as computed in subparagraph (x) of this paragraph, 
and Provider To/From Transportation Reimbursement, as computed in subparagraph 
(y) of this paragraph.  

 
(aa) Statewide Budget Neutrality Adjustment Factor for Operating Dollars = Divide 

Operating Revenue from all provider Rate Sheets in effect on 06/30/14, by Provider 
Operating Revenue for all providers, as computed in subparagraph (z) of this 
paragraph. 

 
(bb) Total Provider Operating Revenue- Adjusted = Multiply applicable Provider Operating 

Revenue, as computed in subparagraph (z) of this paragraph, by Statewide Budget 
Neutrality Adjustment 
Factor for Operating Dollars, as computed in subparagraph (aa) of this paragraph.  

 
(cc) Total Capital Reimbursement = Capital reimbursement shall be computed as 

described in subparagraph ii. of this paragraph  
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(dd) Target Daily Rate = Add applicable Total Provider Operating Revenue-Adjusted, as 
computed in subparagraph (bb) of paragraph I, adjustments as computed in 
subdivision VII and Total Capital Reimbursement, as computed in paragraph ii.  
Divide sum by applicable provider Rate Period authorized units for the Initial Period. 

ii. Total Capital Reimbursement = Capital reimbursement shall be computed as follows: 
(a) For Capital Assets Approved by OPWDD on Prior Property Approvals (PPA) prior to 

July 1, 2014.  OPWDD regulations under 14 NYCRR Subpart 635-6 establish 
standards and criteria that describes the Capital acquisition and lease of real property 
assets which require approval by OPWDD.    
 
1. Reimbursement rates will include actual straight-line depreciation, amortization, 

Interest expense, financing expenses, and lease costs.  
 

2. OPWDD will never approve lease or acquisition costs in excess of the lower of fair 
market value (as determined by an independent appraisal) or the provider’s 
actual cost.  However, OPWDD may limit the approved costs to a lower amount 
based on a review of the reasonableness of the transaction and price and a 
comparison of costs to those of similar facilities with the same characteristics.  
For example, if a provider purchases or leases a property in an area in which real 
estate costs are considerably higher than those in the surrounding areas, and an 
equally suitable property in the surrounding area was available to the provider for 
purchase or lease at a lower cost, OPWDD may limit the allowable costs to those 
of properties in the surrounding area. 
 

3. In no case will the total capital reimbursement associated with the capital asset 
exceed the total acquisition or renovation cost associated with a capital asset. 
 

4. The State will identify each asset by provider and provide a schedule of these 
assets identifying: total actual cost,  
reimbursable cost and useful life, determined by the prior property approval, total 
financing cost, allowable depreciation and allowable interest for the remaining 
useful life as determined by the prior approval, and the allowable reimbursement 
for each year of the remaining useful lives. 
 

5. Notification to Providers.  Each provider will receive supporting documentation 
detailing all real property to be included in the capital component of the 
provider’s reimbursement rate. 

 
(b) Capital rate for capital assets approved by OPWDD on Prior Property Approvals on or 

after July 1, 2014.  OPWDD regulations under 14 NYCRR Subpart 635-6 establish 
standards and criteria that describes the Capital acquisition and lease of real property 
assets which require approval by OPWDD.    

 
1. Reimbursement rates will include actual straight-line depreciation, Interest 

expense, financing expenses, and lease cost established using generally accepted 
accounting principles, comply with CMS Publication – 15 (Medicare cost and cost 
allocation principles) and establish useful lives using the American Hospital 
Association (AHA) Estimated Useful Lives of Depreciable Hospital Assets Revised 
2008 Edition. 
 

2. OPWDD will never approve lease or acquisition costs in excess of the lower of fair 
market value (as determined by an independent appraisal) or the provider’s 
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actual cost.  However, OPWDD may limit the approved costs to a lower amount 
based on a review of the reasonableness of the transaction and price and a 
comparison of costs to those of similar facilities with the same characteristics.  
For example, if a provider purchases or leases a property in an area in which real 
estate costs are considerably higher than those in the surrounding areas, and an 
equally suitable property in the surrounding area was available to the provider for 
purchase or lease at a lower cost, OPWDD may limit the allowable costs to those 
of properties in the surrounding area. 
 

3. In no case will the total capital reimbursement associated with the capital asset 
exceed the total acquisition, renovation and financing cost associated with a 
capital asset. 
 

4. The State will identify each asset by provider and provide a schedule of these 
assets identifying: total actual cost, reimbursable cost and useful life, determined 
by the prior  

 
property approval, total financing cost, allowable depreciation and allowable 
interest for the remaining useful life as determined by the prior approval, and the 
allowable reimbursement for each year of the remaining useful lives. 
 

5. Notification to Providers.  Each provider will receive supporting documentation 
detailing all real property to be included in the capital component of the 
provider’s reimbursement rate. 
 

6. The rate shall include applicable annual interest, depreciation and/or amortization 
of the approved appraised costs of an acquisition, or fair market value of a lease, 
and estimated costs for renovations, interest, soft costs and start-up expenses.  
For real property associated with day habilitation facilities, the useful life will be 
25 years.  Such costs shall be included in the rate as of the date of certification of 
the site, continuing until such time as actual costs are submitted to the State.   

 
Estimated costs shall be submitted in lieu of actual costs for a period no greater 
than two years. If actual costs are not submitted to the State within two years 
from the date of site certification, the amount of capital costs included in the rate 
shall be zero for each period in which actual costs are not submitted. DOH will 
retroactively adjust the capital component; and will return FFP to CMS on the 
next quarterly expenditure report (CMS-64) following the two-year period.   Once 
the final cost reconciliation has been received by the Department of Health, the 
rate will be retroactively adjusted to include reconciled costs. 
 

7. DOH will verify and reconcile the costs submitted on a PPA by requiring the 
provider to submit to the State supporting documentation of actual costs.  Actual 
costs shall be verified by the State reviewing the supporting documentation of 
such costs.  A provider submitting such actual costs shall certify that the 
reimbursement requested reflects allowable capital costs and that such costs 
were actually expended by such provider.  Under no circumstances shall the 
amount included in the rate under this subparagraph exceed the amount 
authorized in the approval process.  Capital costs shall be amortized over a 25-
year period for acquisition of properties or the life of the lease for leased sites.  
Capital improvements shall be depreciated over the life of the asset, or the 
revised useful life of the asset as a result of the capital improvements, whichever 
is greater.  The amortization of  
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interest shall not exceed the life of the loan taken.  Amortization or depreciation 
shall begin upon certification by the provider of such costs.  Start-up costs shall 
be amortized over a one-year period beginning with certification of the site.  If 
actual costs are not submitted to the State within two years from the date of site 
certification, the amount of capital costs included in the rate shall be zero for 
each period in which actual costs are not submitted. 

The Department will retroactively adjust capital reimbursement based on the 
actual cost verification process as described.  

8. DOH will annually update Capital reimbursement for existing proprieties these 
changes will occur in, January for providers filing a CFR on a calendar year and 
July for providers filing a CFR on a fiscal year cycle. Also, DOH will update capital 
to include all newly approved PPAs twice a year (in January and July).  The 
second update may require the Department to annualize the PPA, which could 
include more than 12 months of costs in the first year.   
 

(c) CFR Reporting for Capital Assets 
 

1. Expenses relating to Equipment are reported in two sections of CFR-1.  Expensed 
equipment is included under the Other Than Personal Services (OTPS) section of 
CFR-1 and is included in the operating portion of the rate reimbursement (Lines 
27 & 28).  Depreciable equipment expenses are included under the Equipment 
section of CFR-1 and all items in this section are included in the operating portion 
of the rate reimbursement (Lines 42-47). 
 

2. Capital expenses related to real property are included under the Property section 
of the CFR-1 (Lines 49-62).  With the exception of Insurance-Property or 
Casualty, which is reported on CFR-1, Line 55, Lines 49-62 are not included in the 
rates.  Alternatively, providers are reimbursed for Capital in accordance with the 
capital schedule (IV as identified below) and the Insurance-Property or Casualty 
reported on CFR-1, Line 55.  
 

3. All expenses reported on CFR-1 are to be reported in accordance with Appendix X 
– Adjustments to Reported Costs, dated January 1, 2014, which details expenses 
that are considered to be non-allowable.  CFR instructions for reporting 
depreciation and amortization are included in  
Appendix O of the January 1, 2014 CFR Manual, which can be found at: 
http://www.oms.nysed.gov/rsu/Manuals_Forms/Manuals/CFRManual/home.html  
 

4. Capital Schedule.  Beginning with the cost reporting period ending December 
thirty-first, two thousand fourteen, each provider shall submit to OPWDD, as part 
of the annual cost report, a Capital Schedule. 
 
This schedule will specifically identify the differences, by capital reimbursement 
item, between the amounts reported on the certified cost report, and the 
reimbursable items, including depreciation, interest and lease cost from the 
schedule of approved reimbursable costs. 
The provider’s independent auditor will apply procedures to verify the accuracy 
and completeness of the capital schedule. 
 

5. For cost reporting periods beginning July 1, 2015 and thereafter, NS providers 
are required to file an annual CFR to the State by June 1st for providers reporting 
on the January 1st through December 31st period or December 1st for providers 
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reporting on the July 1st through June 30th period. If the completed CFR is not 
submitted by either June 1st for providers reporting on the January 1st through 
December 31st period or December 1st for providers reporting on the July 1st 
through June 30th period, a 2 percent penalty on the provider’s OPWDD Medicaid 
reimbursement will be imposed effective on the due date of the CFR. However, 
OPWDD will not impose such a penalty if it determines that there were 
unforeseeable circumstances beyond the provider’s control (such as a natural 
disaster, or other circumstance as determined by the OPWDD commissioner) that 
prevented the provider from filing the cost report by the due date. 
 

iii. Alternative Operating Cost Component – For providers that did not submit a cost report for 
Day Habilitation – Group and Supplemental Group services for the base year, the target daily 
operating rate shall be a regional daily operating rate, calculated as follows:  

 
(a) Reimbursement from Regional Direct Care Hourly Rate = From the base year, divide 

the Salaried and Contracted Direct Care Hours (CFR4 and CFR4-A, Title 200s), 
totaled by DOH region, by billed units for the base year (pro-rated for partial year 
sites), totaled by DOH region.  Multiply by the applicable Regional Average Direct 
Care Hourly Rate, as computed in subparagraph (f) of paragraph i, and by Rate 
Period authorized units for the Initial Period. 

 
(b) Reimbursement from Regional Clinical Hourly Wage = From the base year, divide the 

Salaried and Contracted Clinical Hours (CFR4 and CFR4-A, Title 300s), totaled by 
DOH region, by billed units for the base year (pro-rated for partial year sites), totaled 
by DOH region.  Multiply by the applicable Regional Average Clinical Hourly Wage, as 
computed in subparagraph (n) of paragraph i, and by Rate Period authorized units 
for the Initial Period. 

 
(c) Provider Operating Revenue = Add applicable Reimbursement from Regional Direct 

Care Hourly Rate, as computed in subparagraph (a) of this paragraph, and applicable 
Reimbursement from Regional Clinical Hourly Wage, as computed in subparagraph 
(b) of this paragraph. 

 
(d) Total Provider Operating Revenue – Adjusted = Multiply applicable Provider 

Operating Revenue, as computed in subparagraph (c) of this paragraph, by 
Statewide Budget Neutrality Adjustment Factor for Operating Dollars, as computed in 
subparagraph (bb) of paragraph i.  

 
(e) Total Capital Reimbursement = Capital reimbursement shall be computed as 

described in paragraph ii.   
 

(f) Target Regional Daily Operating Rate = Add applicable Total Provider Operating 
Revenue-Adjusted, as computed in subparagraph (d) of this paragraph and Total 
Capital Reimbursement, as computed in subparagraph (e) of this paragraph.  Divide 
sum by applicable provider Rate Period authorized units for the Initial Period. This 
rate will be in effect until such time that the provider has submitted a cost report for 
a base year which will be used in the calculation of a subsequent rate period. 

The rates are available here: 
https://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene/index.htm.  
These rates may be adjusted to incorporate funding to reflect cost-of Living (COLA), 
compensation increases, or any other adjustments authorized pursuant to NYS law. 
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For cost reporting periods beginning July 1, 2015, and thereafter, NS providers are 
required to file an annual CFR to the State by June 1st for providers reporting on the 
January 1st through December 31st period or December 1st for providers reporting 
on the July 1st through June 30th period. If the completed CFR is not submitted by 
either June 1st for providers reporting on the January 1st through December 31st 
period or December 1st for providers reporting on the July 1st through June 30th 
period, a 2 percent penalty on the provider’s OPWDD Medicaid reimbursement will be 
imposed effective on the due date of the CFR. However, OPWDD will not impose 
such a penalty if it determines that there were unforeseeable circumstances beyond 
the provider’s control (such as a natural disaster, or other circumstance as 
determined by the OPWDD commissioner) that prevented the provider from filing the 
cost report by the due date. 

 
e. Subsequent Rate Periods 

 
i. Effective October 1, 2020, or after, the methodology will update cost data within five 

years from the previous rebase utilizing an available and complete CFR. Thereafter, the 
Department will follow a rate cycle utilizing the base period CFR.  For years in which the 
Department of Health does not update the base year the Department will update to -from 
transportation from the CFR and update property using an available and complete CFR  

 
f. Transition period 

i. Beginning July 1, 2015 all edits will be operational in the eMedNY system as follows: 
 

a. Limit to the reimbursement of retainer payments to the approved retainer days 
as defined in Section I.cc. 
 

b. Vacancy days will be reimbursed through an occupancy adjustment as defined 
in section I.kk.i. The adjustment will be made prospectively at the beginning of 
the rate year and is based on twelve months of experience.  The reduced 
occupancy shall only be based on the number of Vacancy days which are 
described in the definition section and based on the most current and complete 
twelve months of experience.  The Occupancy adjustment calculation will be 
Agency specific and will be the higher of the Agencies actual occupancy 
percentage or at 95% occupancy. The occupancy percentage will be used to 
adjust the operating component of the rate for the rate year. 

c. Effective October 1, 2020 or after, there shall be no reimbursement for vacancy 
days.  

 
 

The State will set rates for Services delivered to individuals with Developmental Disabilities as described below 
for the following services; as of July 1, 2015: 
  -Pre Vocational Services – Site Based 
   

g. Pre Vocational Services – Site Based 
 

i. Target rate Operating Cost Hourly Components  
 

(a) Regional Average Direct Care Hourly Wage = From the CFR for the base year, divide 
Salaried Direct Care dollars (CFR4, Title Code 200s) for Pre Vocational services, 
totaled by DOH Region, by Salaried Direct Care hours (CFR4, Title Code 200s) for Pre 
Vocational services, totaled by DOH Region.  
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(b) Regional Average Employee-Related Hourly Component = From the CFR for the base 

year, add Vacation Leave Accruals (CFR1 line 17) and Total Fringe Benefits (CFR1 
line 20), totaled by DOH Region.  Divide by Salaried Direct Care dollars (CFR4, Title 
Code 200s), totaled by DOH Region.  Multiply by the applicable Regional Average 
Direct Care Hourly Wage as computed in subparagraph (a) of this paragraph.      

 
(c) Regional Average Program Support Hourly Component = From the CFR for the base 

year, add Transportation Related-Participant (CFR1 line 24), Staff Travel (CFR1 line 
25), Participant  
Incidentals (CFR1 line 26), Expensed Adaptive Equipment (CFR1 line 27), Staff 
Development (CFR1 line 34), Supplies and Materials-Non-Household (CFR1 line 36), 
Other-OTPS (CFR1 line 40), Lease/Rental Vehicle (CFR1 line 42), Depreciation-
Vehicle (CFR1 line 44), Interest-Vehicle (CFR1 line 46),  Other-Equipment (CFR1 line 
47), Other Than To/From Transportation Allocation (CFR1 line 68a), Salaried Support 
dollars (CFR4 Title Code 100s, excluding Housekeeping and Maintenance Staff Title 
102) and Salaried Program Administration dollars (CFR4 Title 500s), totaled by DOH 
Region.  Divide by Salaried Direct Care dollars (CFR4, Title Code 200s), totaled by 
DOH Region.  Multiply by the applicable Regional Average Direct Care Hourly Wage 
as computed in subparagraph (a) of this paragraph. 
 

(d) Regional Average Direct Care Hourly Rate-Excluding General and Administrative = 
Add applicable Regional Average Direct Care Hourly Wage as computed in 
subparagraph (a) of this paragraph, applicable Regional Average Employee-Related 
Hourly Component as computed in subparagraph (b) of this paragraph, and 
applicable Regional Average Program Support Hourly Component as computed in 
subparagraph (c) of this paragraph. 

 
(e) Regional Average General and Administrative Hourly Component = From the CFR for 

the base year, add Insurance-General (CFR1 line 39) and Allowable Agency 
Administration, totaled by DOH Region.  Divide by the sum of Total Program/Site 
Costs (CFR1 line 67) and Other Than To/From Transportation Allocation (CFR1 line 
68a), minus the sum of Food (CFR line 21), Repairs and Maintenance (CFR1 line 22), 
Utilities (CFR1 line 23), Expensed Equipment (CFR1 line 28), Household Supplies 
(CFR1 line 37), Telephone (CFR1 line 38), Lease/Rental Equipment (CFR1 line 43), 
Depreciation Equipment (CFR1 line 45), Total Property-Provider Paid (CFR1 line 63), 
Housekeeping and Maintenance Staff (CFR4 Title 102), Salaried Clinical dollars (CFR4 
Title Code 300s), and Contracted Clinical dollars (CFR4A Title Code 300s), totaled by 
DOH Region, to calculate the General and Administrative quotient.  Divide the 
Regional Average Direct Care Hourly Rate-Excluding General and Administrative, as 
computed in subparagraph (d) of this paragraph, by 1 minus the applicable Regional 
Average General and Administrative quotient, as computed previously in this 
subparagraph.  From this total subtract the applicable Regional Average Direct Care 
Wage Hourly Rate-Excluding General and Administrative, as computed in 
subparagraph (d) of this paragraph.  

(f) Regional Average Direct Care Hourly Rate = Add applicable Regional Average Direct 
Care Hourly Wage, as computed in subparagraph (a) of this paragraph, applicable 
Regional Average Employee-Related Hourly Component as computed in 
subparagraph (b) of this paragraph, applicable Regional Average Program Support 
Hourly Component as computed in subparagraph (c) of this paragraph, and 
applicable Regional General and Administrative Hourly Component as computed in 
subparagraph (e) of this paragraph.  
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(g) Provider Average Direct Care Wage = From the CFR for the base year, divide 
Salaried Direct Care dollars (CFR4, Title Code 200s), totaled by provider by Salaried 
Direct Care hours (CFR4, Title Code 200s), totaled by provider. 

 
(h) Provider Average Employee-Related Hourly Component = From the CFR for the base 

year, add Vacation Leave Accruals (CFR1 line 17) and Total Fringe Benefits (CFR1 
line 20), totaled by provider.  Divide by Salaried Direct Care dollars (CFR4, Title Code 
200s), totaled by provider.  Multiply by the Provider Average Direct Care Wage as 
computed in subparagraph (g) of this paragraph. 

 
(i) Provider Average Program Support Hourly Component = From the CFR for the base 

year, add Transportation Related-Participant (CFR1 line 24), Staff Travel (CFR1 line 
25), Participant Incidentals (CFR1 line 26), Expensed Adaptive Equipment (CFR1 line 
27), Staff Development (CFR1 line 34), Supplies and Materials-Non-Household (CFR1 
line 36), Other-OTPS (CFR1 line 40), Lease/Rental Vehicle (CFR1 line 42), 
Depreciation-Vehicle (CFR1 line 44), Interest-Vehicle (CFR1 line 46),  Other-
Equipment (CFR1 line 47), Other Than To/From Transportation Allocation (CFR1 line 
68a), Salaried Support dollars (CFR4 Title Code 100s, excluding Housekeeping and 
Maintenance Staff Title 102) and Salaried Program Administration dollars (CFR4 Title 
500s), totaled by provider.  Divide by Salaried Direct Care dollars (CFR4, Title Code 
200s), totaled by provider.  Multiply by the Provider Average Direct Care Wage as 
computed in subparagraph (g) of this paragraph.  
 

(j) Provider Average Direct Care Hourly Rate-Excluding General and Administrative= Add 
Provider Average Direct Care Wage as computed in subparagraph (g) of this 
paragraph, Provider Average Employee-Related Hourly Component as computed in 
subparagraph (h) of this paragraph, and Provider Average Program Support Hourly 
Component as computed in subparagraph (i) of this paragraph. 

 
(k) Provider Average General and Administrative Hourly Component = From the CFR for 

the base year, add Insurance-General (CFR1 line 39) and Allowable Agency 
Administration, totaled by provider.  Divide by the sum of Total Program/Site Costs 
(CFR1 line 67) and Other Than To/From Transportation Allocation (CFR1 line 68a), 
minus the sum of Food (CFR line 21), Repairs and Maintenance (CFR1 line 22), 
Utilities (CFR1 line 23), Expensed Equipment (CFR1 line 28), Household Supplies 
(CFR1 line 37), Telephone (CFR1 line 38), Lease/Rental Equipment (CFR1 line 43), 
Depreciation Equipment (CFR1 line 45), Total Property-Provider Paid (CFR1 line 63), 
Housekeeping and Maintenance Staff (CFR4 Title 102), Salaried Clinical dollars (CFR4 
Title Code 300s), and Contracted Clinical dollars (CFR4A Title Code 300s), totaled by 
provider, to calculate the General and Administrative quotient.  Divide the Provider 
Average Direct Care Hourly Rate-Excluding General and Administrative, as computed 
in subparagraph (j) of this paragraph, by 1 minus the applicable Provider Average 
General and Administrative quotient, as computed previously in this subparagraph.  
From this total subtract the Provider Average Direct Care Wage Hourly Rate-
Excluding General and Administrative, as computed in subparagraph (j) of this 
paragraph. 
 

(l) Provider Average Direct Care Hourly Rate = Add Provider Average Direct Care Wage, 
as computed in subparagraph (g) of this paragraph, Provider Average Employee-
Related Hourly Component as computed in subparagraph (h) of this paragraph, 
Provider Average Program Support Hourly Component as computed in subparagraph 
(i) of this paragraph, and Provider General and Administrative Hourly Component as 
computed in subparagraph (k) of this paragraph.   
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(m) Provider Direct Care Hours = From the CFR for the base year, add Salaried and 

Contracted Direct Care hours (CFR4 and CFR4A, Title 200s), by provider.  Divide by 
provider billed units for the base year.  Multiply by Rate Period authorized units for 
the Initial Period. 

 
(n) Regional Average Clinical Hourly Wage = From the CFR for the base year, divide 

Salaried Clinical dollars (CFR4, Title Code 300s), totaled by DOH Region, by Salaried 
Clinical hours (CFR4, Title Code 300s), totaled by DOH Region. 

 
(o) Provider Average Clinical Hourly Wage = From the CFR for the base year, divide 

Salaried Clinical dollars (CFR4, Title Code 300s), totaled by provider, by Salaried 
Clinical hours (CFR4, Title Code 300s), totaled by provider 

 
(p) Provider Salaried Clinical Hours = From the CFR for the base year, divide Salaried 

Clinical hours (CFR4, Title 300s), totaled by provider, by provider billed units for the 
base year.  Multiply by Rate Period authorized units for the Initial Period. 

 
(q) Regional Average Contracted Clinical Hourly Wage = From the CFR for the base year, 

divide Contracted Clinical dollars (CFR4A, Title Code 300s) totaled by DOH Region by 
Contracted Clinical hours (CFR4A, Title Code 300s), totaled by DOH Region. 

 
(r) Provider Contracted Clinical Hours = From the CFR for the base year, divide 

Contracted Clinical hours (CFR4A, Title 300s), totaled by provider, by provider billed 
units for the base year.  Multiply by Rate Period authorized units for the Initial 
Period. 

 
(s) Provider Direct Care Hourly Rate- Adjusted for Wage Equalization = Multiply 

applicable Provider Average Direct Care Hourly Rate, as computed in subparagraph 
(l) of this paragraph, by .75.  Multiply applicable Regional Average Direct Care Hourly 
Rate, as computed in subparagraph (f) of this paragraph, by .25.  Add results 
together. 

 
(t) Provider Clinical Hourly Wage – Adjusted for Wage Equalization = Multiply applicable 

Provider Average Clinical Hourly Wage, as computed in subparagraph (o) of this 
paragraph, by .75.  Multiply applicable Regional Average Clinical Hourly Wage, as 
computed in subparagraph (n) of this paragraph, by .25.  Add results together.  

 
(u) Provider Reimbursement from Direct Care Hourly Rate = Multiply applicable Provider 

Direct Care Hours, as computed in subparagraph (m) of this paragraph, by applicable 
Provider Direct Care Hourly Rate-Adjusted for Wage Equalization, as computed in 
subparagraph (s) of this paragraph. 

 
(v) Provider Reimbursement from Clinical Hourly Wage = Multiply applicable Provider 

Salaried Clinical Hours, as computed in subparagraph (p) of this paragraph,  by 
applicable Provider Clinical Hourly Wage-Adjusted for Wage Equalization, as 
computed in subparagraph (t) of this paragraph. 

 
(w) Provider Reimbursement from Contracted Clinical Hourly Wage = Multiply applicable 

Provider Contracted Clinical Hours, as computed in subparagraph (r) of this 
paragraph, by applicable Regional Average Contracted Clinical Hourly Wage, as 
computed in subparagraph (q) of this paragraph. 
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(x) Provider Facility Reimbursement – From the CFR for the base year, add Food (CFR 
line 21), Repairs and Maintenance (CFR1 line 22), Utilities (CFR1 line 23), Expensed 
Equipment (CFR1 line 28), Household Supplies (CFR1 line 37), Telephone (CFR1 line 
38), Lease/Rental Equipment (CFR1 line 43), Depreciation Equipment (CFR1 line 45), 
Insurance – Property and Casualty (CFR1 line 55), Housekeeping and Maintenance 
Staff (CFR4 Title 102), and Program Administration Property (OPWDD4 line 24), 
totaled by provider.  Divide by the provider billed units for the base year.  Multiply by 
Rate Period authorized units for the Initial Period. 

 
(y) To/From Transportation will be updated on 7/01/2024. After 7/01/2024 to/from 

transportation will be updated annually by utilizing the most current available CFR.  
Divide To/From Transportation Allocation (CFR1 line 68b) by applicable provider 
billed units.  Multiply by rate period authorized units. 
 

(z) Provider Operating Revenue = Add applicable Provider Reimbursement from Direct 
Care Hourly Rate, as computed in subparagraph (u) of this paragraph, applicable 
Provider Reimbursement from Clinical Hourly Wage, as computed in subparagraph 
(v) of this paragraph, applicable Provider Reimbursement from Contracted Clinical 
Hourly Wage, as computed in subparagraph (w) of this paragraph, applicable 
Provider Facility Reimbursement, as computed in subparagraph (x) of this paragraph, 
and Provider To/From Transportation Reimbursement, as computed in subparagraph 
(y) of this paragraph.  

 
(aa) Statewide Budget Neutrality Adjustment Factor for Operating Dollars = Divide 

Operating Revenue from all provider Rate  
 

Sheets in effect 06/30/15, by Provider Operating Revenue for all providers, as 
computed in subparagraph (z) of this paragraph. 

 
(bb) Total Provider Operating Revenue- Adjusted = Multiply applicable Provider Operating 

Revenue, as computed in subparagraph (z) of this paragraph, by Statewide Budget 
Neutrality Adjustment Factor for Operating Dollars, as computed in subparagraph 
(aa) of this paragraph. 

 
(cc) Total Capital Reimbursement = Capital reimbursement shall be computed as 

described in subparagraph (ii) of this paragraph. 
 

(dd) Target Daily Rate = Add applicable Total Provider Operating Revenue-Adjusted, as 
computed in subparagraph (bb) of this paragraph and Total Capital Reimbursement, 
as computed in subparagraph (cc) of this paragraph.  Divide sum by applicable 
provider Rate Period authorized units for the Initial Period.   
 

ii. Total Capital Reimbursement = Capital reimbursement shall be computed as follows: 
(a) For Capital Assets Approved by OPWDD on Prior Property Approvals Prior to July 1, 

2014.  OPWDD regulations under 14 NYCRR Subpart 635-6 establish standards and 
criteria that describes the Capital acquisition and lease of real property assets which 
require approval by OPWDD.    

 
1. Reimbursement rates will include actual straight-line depreciation, amortization, 

Interest expense, financing expenses, and lease costs.  
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2. OPWDD will never approve lease or acquisition costs in excess of the lower of fair 
market value (as determined by an independent appraisal) or the provider’s 
actual cost.  However, OPWDD may limit the approved costs to a lower amount 
based on a review of the reasonableness of the transaction and price and a 
comparison of costs to those of similar facilities with the same characteristics.  
For example, if a provider purchases or leases a property in an area in which real 
estate costs are considerably higher than those in the surrounding areas, and an 
equally suitable property in the surrounding area was available to the provider for 
purchase or lease at a lower cost, OPWDD may limit the allowable costs to those 
of properties in the surrounding area. 

 
3. In no case will the total capital reimbursement associated with the capital asset 

exceed the total acquisition or renovation cost associated with a capital asset. 
 

4. The State will identify each asset by provider and provide a schedule of these 
assets identifying: total actual cost, reimbursable cost and useful life, determined 
by the prior property approval, total financing cost, allowable depreciation and 
allowable interest for the remaining useful life as determined by the prior 
approval, and the allowable reimbursement for each year of the remaining useful 
lives. 
 

5. Notification to Providers.  Each provider will receive supporting documentation 
detailing all real property to be included in the capital component of the 
provider’s reimbursement rate. 

 
(b) Capital rate for capital assets approved by OPWDD on Prior Property Approvals on or 

after July 1, 2014. OPWDD regulations under 14 NYCRR Subpart 635-6 establish 
standards and criteria that describes the Capital acquisition and lease of real property 
assets which require approval by OPWDD.    

 
1. Reimbursement rates will include actual straight-line depreciation, Interest 

expense, financing expenses, and lease cost established using generally accepted 
accounting principles, comply with CMS Publication – 15 (Medicare cost and cost 
allocation principles) and establish useful lives using the American Hospital 
Association (AHA) Estimated Useful Lives of Depreciable Hospital Assets Revised 
2008 Edition.    

 
2. OPWDD will never approve lease or acquisition costs in excess of the lower of fair 

market value (as determined by an independent appraisal) or the provider’s 
actual cost.  However, OPWDD may limit the approved costs to a lower amount 
based on a review of the reasonableness of the transaction and price and a 
comparison of costs to those of similar facilities with the same characteristics.  
For example, if a provider purchases or leases a property in an area in which real 
estate costs are considerably higher than those in the surrounding areas, and an 
equally suitable property in the surrounding area was available to the provider for 
purchase or lease at a lower cost, OPWDD may limit the allowable costs to those 
of properties in the surrounding area. 

 
3. In no case will the total capital reimbursement associated with the capital asset 

exceed the total acquisition, renovation and financing cost associated with a 
capital asset. 
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4. The State will identify each asset by provider and provide a schedule of these 
assets identifying: total actual cost, reimbursable cost and useful life, determined 
by the prior property approval, total financing cost, allowable depreciation and 
allowable interest for the remaining useful life as determined by the prior 
approval, and the allowable reimbursement for each year of the remaining useful 
lives. 
 

5. Notification to Providers.  Each provider will receive supporting documentation 
detailing all real property to be included in the capital component of the 
provider’s reimbursement rate. 
 

6. The rate shall include applicable annual interest, depreciation and/or amortization 
of the approved appraised costs of an acquisition for a useful life consistent with 
AHA guidelines, or fair market value of a lease, and estimated costs for 
renovations, interest, soft costs and start-up expenses. Such costs shall be 
included in the rate as of the date, continuing until such time as actual costs are 
submitted to the State.  Estimated costs shall be submitted in lieu of actual costs 
for a period no greater than two years. If actual costs are not submitted to the 
State within two years from the date, the amount of capital costs included in the 
rate shall be zero for each period in which actual costs are not submitted. DOH 
will retroactively adjust the capital component; and will return FFP to CMS on the 
next quarterly expenditure report (CMS-64) following the two-year period.   Once 
the final cost reconciliation has been received by the Department of Health, the 
rate will be retroactively adjusted to include reconciled costs. 
 

7. The provider shall submit to the State supporting documentation of actual costs.  
Actual costs shall be verified by the State reviewing the supporting 
documentation of such costs.  A provider submitting such actual costs shall 
certify that the reimbursement requested reflects allowable capital costs and that 
such costs were actually expended by such provider.  Under no circumstances 
shall the amount included in the rate under this subparagraph exceed the amount 
authorized in the approval process. Capital costs shall be amortized according to 
AHA guidelines for the acquisition of properties or the life of the lease for leased 
sites.   Capital 
improvements shall be depreciated over the life of the asset, or the revised useful 
life of the asset as a result of the capital improvements, whichever is greater.  
The amortization of interest shall not exceed the life of the loan taken.  
Amortization or depreciation shall begin upon certification by the provider of such 
costs.  Start-up costs shall be amortized over a one-year period beginning with 
certification of the site.  If actual costs are not submitted to the State within two 
years from the date of site certification, the amount of capital costs included in 
the rate shall be zero for each period in which actual costs are not submitted. 
 
The Department will retroactively adjust capital reimbursement based on the 
actual cost verification process as described in subparagraph II of this paragraph. 

 
(c) CFR reporting for Capital assets: 

 
1. Expenses relating to Equipment are reported in two sections of CFR-1.  Expensed 

equipment is included under the Other Than Personal Services (OTPS) section of 
CFR-1 and is included in the operating portion of the rate reimbursement (Lines 
27 & 28).  Depreciable equipment expenses are included under the Equipment 



Draft Waiver Amendment 10-01-2023                                                                                                          Page 351 of 370 
 

 

section of CFR-1 and all items in this section are included in the operating portion 
of the rate reimbursement (Lines 42-47). 

 
2. Capital expenses related to real property are included under the Property section 

of the CFR-1 (Lines 49-62).  With the exception of Insurance-Property or 
Casualty, which is reported on CFR-1, Line 55, Lines 49-62 are not included in the 
rates.  Alternatively, providers are reimbursed for Capital in accordance with the 
capital schedule (as identified in 1. iv and 2. iv of this paragraph) and the 
Insurance-Property or Casualty reported on CFR-1, Line 55.  

 
3. All expenses reported on CFR-1 are to be reported in accordance with Appendix X 

– Adjustments to Reported Costs, dated January 1, 2014, which details expenses 
that are considered to be non-allowable.  CFR instructions for reporting 
depreciation and amortization are included in Appendix O of the January 1, 2014 
CFR Manual, which can be found at: 

http://www.oms.nysed.gov/rsu/Manuals_Forms/Manuals/CFRManual/home.ht
ml  

 
4. Capital Schedule.  Beginning with the cost reporting period ending December 

thirty-first, two thousand fourteen, each provider shall submit to OPWDD, as part 
of the annual cost report, a Capital Schedule. This schedule will specifically 
identify the differences, by capital reimbursement item, between the amounts 
reported on the certified cost report, and the reimbursable items, including 
depreciation, interest and lease cost from the schedule of approved reimbursable 
costs. The provider’s independent auditor will apply procedures to verify the 
accuracy and completeness of the capital schedule. 

 
5. For cost reporting periods beginning July 1, 2015 and thereafter, NS providers 

are required to file an annual CFR to the State by June 1st for providers reporting 
on the January 1st through December 31st period or December 1st for providers 
reporting on the July 1st through June 30th period. If the completed CFR is not 
submitted by either June 1st for providers reporting on the January 1st through 
December 31st period or December 1st for providers reporting on the July 1st 
through June 30th period, a 2 percent penalty on the provider’s OPWDD Medicaid 
reimbursement will be imposed effective on the due date of the CFR. However, 
OPWDD will not impose such a penalty if it determines that there were 
unforeseeable circumstances beyond the provider’s control (such as a natural 
disaster, or other circumstance as determined by the OPWDD commissioner) that 
prevented the provider from filing the cost report by the due date.  
 

iii. Alternative Operating Cost Component – For providers that did not submit a cost report for 
Pre Vocational Site Based services for the base year, the target daily operating rate shall 
be a regional daily operating rate, calculated as follows:  

 
(a) Reimbursement from Regional Direct Care Hourly Rate = from the base year, divide 

the Salaried and Contracted Direct Care Hours (CFR4 and CFR4-A, Title 200s), 
totaled by DOH region, by billed units for the base year (pro-rated for partial year 
sites), totaled by DOH region.  Multiply by the applicable Regional Average Direct 
Care Hourly Rate, as computed in subparagraph (f) of paragraph i, and by Rate 
Period authorized units for the Initial Period. 
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(b) Reimbursement from Regional Clinical Hourly Wage = from the base year, divide the 
Salaried and Contracted Clinical Hours (CFR4 and CFR4-A, Title 300s), totaled by 
DOH region, by billed units for the base year (pro-rated for partial year sites), totaled 
by DOH region.  Multiply by the applicable Regional Average Clinical Hourly Wage, as 
computed in subparagraph (n) of paragraph i, and by Rate Period authorized units 
for the Initial Period. 

 
(c) Provider Operating Revenue = Add applicable Reimbursement from Regional Direct 

Care Hourly Rate, as computed in subparagraph (a) of this paragraph, and applicable 
Reimbursement from Regional Clinical Hourly Wage, as computed in subparagraph 
(b) of this paragraph. 

 
(d) Total Provider Operating Revenue – Adjusted = Multiply applicable Provider 

Operating Revenue, as computed in subparagraph (c) of this paragraph, by 
Statewide Budget Neutrality Adjustment Factor for Operating Dollars, as computed in 
subparagraph (bb) of paragraph i.  

 
(e) Total Capital Reimbursement = Capital reimbursement shall be computed as 

described in subparagraph (cc) of paragraph i.  
 

(f) Target Regional Daily Rate = Add applicable Total Provider Operating Revenue-
Adjusted, as computed in subparagraph (d) of this paragraph and Total Capital 
Reimbursement, as computed in subparagraph (e) of this paragraph.  Divide sum by 
applicable provider Rate Period authorized units for the Initial Period This rate will be 
in effect until such time that the provider has submitted a cost report for a base year 
which will be used in the calculation of a subsequent rate period.   

 
The rates are available here: 
https://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene/index.htm.  
These rates may be adjusted to incorporate funding to reflect cost-of Living (COLA), 
compensation increases, or any other adjustments authorized pursuant to NYS law. 
 
For cost reporting periods beginning July 1, 2015 and thereafter, NS providers are 
required to file an annual CFR to the State by June 1st for providers reporting on the 
January 1st through December 31st period or December 1st for providers reporting 
on the July 1st through June 30th period. If the completed CFR is not submitted by 
either June 1st for providers reporting on the January 1st through December 31st 
period or December 1st for providers reporting on the July 1st through June 30th 
period, a 2 percent penalty on the provider’s OPWDD Medicaid reimbursement will be 
imposed effective on the due date of the CFR. However, OPWDD will not impose 
such a penalty if it determines that there were unforeseeable circumstances beyond 
the provider’s control (such as a natural disaster, or other circumstance as 
determined by the OPWDD commissioner) that prevented the provider from filing the 
cost report by the due date. 
 

h. Subsequent Rate Periods for Pre Vocational Services: 
 
i. The Department will follow a rate cycle utilizing the base period CFR.  

i. Changes in Ownership and Control - The following will be effective beginning August 1, 
2017.  
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Where a non-state governmental provider or voluntary provider ceases some or all of its 
operations due to: 

 
i. a limitation, suspension, revocation, or surrender of that provider’s operating certificate; 
ii. bankruptcy or other financial or operational distress; or  
iii. dissolution of the provider under State Law;  

 
and there may arise or arises an emergency situation of a loss of services to individuals, 
OPWDD will transfer all of the affected provider’s services to another voluntary provider at a 
temporarily enhanced reimbursement rate as described below.  
 
In those emergency situations, the voluntary provider assuming the transferred services will 
be reimbursed at a rate which is the higher of the two providers’ rates, as those rates are 
calculated in accordance with NY.0238 (hereafter “higher of rate”). The higher of rate will be 
in effect until a full year’s cost of providing services to the individual(s) impacted by the 
transfer of services is reflected in the assuming provider’s base year CFR. 
 
In situations where a non-state governmental provider or voluntary provider ceases some or 
all of its operations due to circumstances other than those specified in subparagraphs (i), (ii) 
or (iii) of this paragraph, or there is no emergency situation of a loss of services to 
individuals, any provider assuming the operation of those services will not be eligible for a 
temporarily enhanced reimbursement rate.  The assuming provider will use their rate as 
calculated for all of the individuals they are taking over services for. 

j. The following services will be reimbursed based on the fee schedules found using the link 
below as of 10/1/2023.  These fees reflect the adjustments as described in Section VII. The 
fees are calculated utilizing various factors, including but not limited to, provider costs, 
historical utilization, DDP-2 scores, regional averages and review of nationally accepted 
methodologies and fees.  Fee schedules are posted on the Department of Health’s webpage 
at:  https://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene/index.htm. These 
fees may be adjusted to incorporate funding to reflect cost-of living adjustment (COLA)s, 
compensation increases, or any other adjustments authorized pursuant to NYS law. 

 
i. Community Habilitation 
ii. Intensive Behavioral Services 
iii. Family Education and Training 
iv. Supported Employment Services (SEMP) 
v. Pathway to Employment 
vi. Prevocational (Community Based) 
vii. Residential Habilitation (Family Care) 
viii. Respite 
ix. Higher Needs Funding 
x. Home Enabling Supports (Product and Monthly Fees) [During Public comment period 

these fees are located here: https://opwdd.ny.gov/providers/home-and-community-
based-services-waiver] 
 
 

(a) The Respite fee schedule will be used to compute a 24-hour per day reimbursement for no 
more than 42 days in a 180-day period per beneficiary. For days in excess of the 42 days, the 
maximum amount for any 24-hour period, per individual beneficiary, that may be paid under 
this waiver is limited to the Regional Rate – Daily using the link above. 
 

(b) Higher Needs Funding - Effective July 1, 2017 the State will set a Higher Needs rate for 
Services delivered to individuals with Developmental Disabilities, who are not currently being 
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served in one of the following services or individuals who are currently being served but have 
experienced a significant change in their status as described below. Eligibility for the Higher 
Needs rate will be based upon an evaluation of the person’s needs for additional direct care 
and/or clinical support hours that are eligible for funding as part of a Residential or Day 
Habilitation rate.   
 
This method applies to individuals who are approved for one or more of the following services 
on and after July 1, 2017: 

• Residential Habilitation – Supervised IRA 
• Residential Habilitation – Supportive IRA 
• Day Habilitation 

 
1.  “Significant change” is a decline in a person’s status that has occurred within the previous 

six months and: 
 

(i) Will not normally resolve itself without intervention by staff and  i.e. it is not “self-
remitting;” 

(ii) Impacts more than one area of the person’s health and/or behavioral status; 
(iii) Requires professional review and/or revision of the care plan;  and 
(iv) Results in the newly identified staffing need for enhanced or increased oversight 

supervision. 
 

2. OPWDD will conduct a clinical determination of the level of direct care and/or clinical 
support needs of an individual at the time he or she requests one of the above-referenced 
services. The clinical determination will be conducted for the purpose of establishing the 
level of direct care and/or clinical supports necessary to provide the individual with the 
appropriate level of services to ensure his or her health, safety and welfare.  This will be 
done on a service-specific basis. 

 
3. The level of direct care and/or clinical supports determined in subparagraph 2 of this 

paragraph will be evaluated against a set of threshold levels established by OPWDD. 
 

4. If the direct care and/or clinical supports determined in subparagraph 2 of this paragraph 
meet the threshold levels established by OPWDD then a Higher Needs rate will be set.  
The Higher Needs rate will be provider-specific and will be based upon the inclusion of 
direct support and/or clinical hours as described below.  These hours will be added to the 
agency’s approved direct care and/or clinical hours as described in Section IV.  Once 
added to current reimbursable hours, an agency specific fee will be calculated.  

  
5. The need for an Higher Needs rate will be subject to review on a six-month basis until 

such time as the support hours can be integrated into the provider’s existing Residential 
or Day Habilitation Rate or until the cost of providing service(s) to this individual for a full 
year is reflected in the service provider’s base year CFR applicable to the requested 
service and are included in the rebase of the methodology, at which time the Higher 
Needs funding for the individual will sunset. 

 
6. Based on the clinical determination conducted by OPWDD, an individual will receive 

additional hours of direct care and/or clinical supports as delineated in the following tables: 
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HIGHER NEEDS FUNDING – RESIDENTIAL 
Effective 7/1/17 – 3/31/18  

Tier Additional Hours Per Individual 
1 1000 
2 2000 
3 See Fee Tables 
  
  

HIGHER NEEDS FUNDING - DAY HABILITATION 
Effective 7/1/17 – 3/31/18  

Tier Additional Hours Per Unit 
1 0.95 
2 1.89 
3 See Fee Tables 

 
     Effective 4/1/18, based on the clinical determination conducted by OPWDD, an individual 

will receive additional hours of direct care and/or clinical supports as delineated in the 
following tables.  Additional hours will not exceed those shown in these tables. 

 
 

HIGHER NEEDS FUNDING – RESIDENTIAL  
Effective 4/1/18    

Tier Additional Hours Per Individual  

1 1000  
2 2000  
3 Greater than 2000  
   

HIGHER NEEDS FUNDING - DAY HABILITATION  
Effective 7/1/17    

Tier Additional Hours Per Unit  
1 0.95  
2 1.89  
3 Greater than 1.89  

 
8. Effective 7/1/17, the Special Populations Funding will be replaced by Higher Needs 

Funding.  Individuals approved for Special Populations funding prior to 7/1/17 will be 
grandfathered into the Higher Needs Tier equivalent to the funding level for which he or 
she was approved as shown in the Higher Needs Funding tables found using the 
following link:  
https://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene/index.htm   
 
Daily reimbursement will not exceed these fees.  Individuals approved for Higher Needs 
funding on or after 7/1/17 will receive a daily fee not to exceed these fees. 
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9. Effective 4/1/18, there will not be a limit on the daily fee for individuals that meet the 
criteria set forth in Subsection (b) of this Section. 

 
10. Intermediate Care Facility for the Developmentally Disabled (ICF/IID) Conversions - 

Effective July first, two thousand seventeen, the State will establish higher needs funding 
for services delivered to individuals with Developmental Disabilities who are transitioning 
from an Intermediate Care Facility for the Developmentally Disabled (ICF/IID) to one of 
the following services: 

• Residential Habilitation – Supervised IRA 
• Residential Habilitation – Supportive IRA 
 

(i) The higher needs funding will be based upon a review of the average direct care 
and/or clinical support hours provided in the entire ICF/IID program from which the 
individual is transitioning. 

 
(ii) The average salaried direct care, contracted direct care, salaried clinical and 

contracted clinical hours identified in subparagraph (i) of this paragraph will be 
compared to the Calculated Direct Care Hours, Provider Salaried Clinical Hours 
and/or Provider Contracted Clinical Hours per individual that the agency currently 
receives in accordance with the respective methodology described in NY Waiver – 
NY.0238. 

 
(iii) If the average direct care and/or clinical support hours identified in subparagraph (i) 

of this paragraph are higher than the Calculated Direct Care Hours, Provider Salaried 
Clinical Hours and/or Provider Contracted Clinical Hours per individual currently being 
served by the proposed service provider based on the reimbursement methodology 
as described in NY .0238, then a higher needs funding per individual will be set.  The 
only difference between the higher needs funding and the provider’s rate calculated 
in accordance with the methodology described in NY.0238 is the additional needed 
direct care and/or clinical support hours. The higher needs funding rate will replace 
direct care and/or clinical support hours in the rate established in accordance with 
NY.0238 with the hours identified in accordance with subparagraph (i) of this 
paragraph. 

 
(iv) There will be no change to the other cost components associated with delivering the 

requested service(s); the only change will be the number of direct care and/or 
clinical support hours available to appropriately support the individual(s) in one or 
more of the community service options described above. 

V. Self-Direction Services 
a.  Fiscal Intermediary Services 

Effective 8/1/2017, Fiscal Intermediary Services will be reimbursed based on the level of service 
provided as described in Appendix C of this HCBS Agreement. The fees are available here 
https://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene/index.htm [During Public 
comment period these fees are located here: https://opwdd.ny.gov/providers/home-and-
community-based-services-waiver] 
 
These fees may be adjusted to incorporate funding to reflect cost-of-living adjustment (COLA)s, 
compensation increases, or any other adjustments authorized pursuant to NYS law.  
 

The current Personal Resource Account (PRA) value table can be located at the following: 
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 https://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene/index.htm [During 
Public comment period the PRA table is located here: https://opwdd.ny.gov/providers/home-and-
community-based-services-waiver] 
 
 

b. Individual Directed Goods and Services (IDGS) 
 
The claiming limits and allowable goods and services that can be purchased using IDGS are 
described in ADM #2015-05R Service Documentation for Individual Directed Goods and Services 
(IDGS) or subsequent revisions available here: Regulations & Guidance | Office for People With 
Developmental Disabilities (ny.gov) 
 
The pricing parameters for IDGS for most items are based upon the historic and customary 
budgeted amounts within self-directed budgets in place in 2012, unless otherwise noted in the 
"pricing parameters" column of the IDGS Chart.   
 

c. Live-in Caregiver  
 

Access to Live-in Caregiver (LIC) services is restricted to people who self-direct their services 
with budget authority and do not live-in certified residences. Further, the person’s Life Plan must 
list the Live-in Caregiver service and describe the Live-in Caregiver's role. The Fiscal 
Intermediary agency pays allowable Live-in Caregiver expenses as follows:  

 
 Payment of the total calculated monthly amount may be made directly to the service 

recipient each month; 
 Payment of rent and utilities is made to the landlord or utility company;  
 Payment may not be made directly to the Live-In Caregiver; and 
 Payment for food is based on food costs incurred by the individual that can be 

reasonably attributed to the LIC. 
 

The payment is based on the proportion of these costs that can be attributed to the Live-in 
Caregiver.  For example, if the person and Live-in Caregiver are the only two people living in an 
apartment, then a maximum of 50% of the above costs would be attributed to the Caregiver. 
The total service cost for Live-in Caregiver in and of itself does not include any administrative 
charges by a provider. 
 
The Live-In Caregiver (LIC) service cost methodology was developed based on a regional 
approach and is reflective of the Personal Resource Allocation (PRA) rate setting regions. A 
maximum threshold has been established for each region, amounts up to the regional maximum 
for LIC services may be budgeted. Regional thresholds include funding for rent, food, and 
utilities.  The rental component is based on the 2012 payment standards used by New York 
State-OPWDD to support non-HCBS Waiver services Housing Subsidies.  In addition to the base 
rental component, thresholds include add-ons for food and utilities.  Each region includes a 
$5,000 add on to support food costs.  Additionally, the regional maximums include a utility 
subsidy of $3,500 for the New York City and Long Island/Hudson Valley regions, and a $3,000 
utility subsidy for the rest of the state. The LIC service is only available to individuals in Self-
Direction.  The regional thresholds are a maximum budgeted amount, actual costs may be lower 
than the maximum threshold but cannot exceed the ceiling.          
  

d. Support Brokerage   
Support Brokerage is reimbursed by the Fiscal Intermediary provider at an hourly rate of 
payment. The Support Brokerage fee is based on the Department of Labor hourly wage data for 
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Social and Human Service Assistants, with adjustments for: fringe benefits, administrative costs, 
other than personal service, and non-face-to-face service time.  These adjustments are based 
upon the methodology used to develop the Community Habilitation fee. The Support Brokerage 
fees are available here:  
 

https://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene.These fees may be 
adjusted to incorporate funding to reflect cost-of living adjustment (COLA)s, compensation 
increases, or any other adjustments authorized pursuant to NYS law. [During Public comment 
period these fees are located here: https://opwdd.ny.gov/providers/home-and-community-
based-services-waiver] 
 

 

e “Self-Hired” Staffing for Community Habilitation, Supported Employment and Respite Services 

Individuals who select and hire staff using a Fiscal Intermediary may pay the staff delivering 
the self-directed services an hourly rate that does not exceed the levels on the fees schedules 
found using the link below: 
https://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene/index.htm 

 Effective 7/1/17, individuals who select and hire Respite staff using a Fiscal Intermediary may pay 
the Respite staff delivering the self-directed services an hourly rate that does not exceed the 
calculated fee for In-Home Respite, as specified in the appropriate fee schedule for the service as 
identified at the following link: 
https://www.health.ny.gov/health_care/medicaid/rates/mental_hygiene/index.htm.   

 
VI. Services paid using a Contract/Cost Amount 

 
a. Environmental Modifications (Home Accessibility)  

NYS is the provider of record for Environmental Modifications for billing purposes.  The 
work is done by a contractor who is selected through a standard bid process, following the 
rules established by the Office of the State Comptroller.  The Environmental Modification is 
only billed to Medicaid once the contract work is verified as complete. The amount billed is 
equal to the contract value.  Environmental Modifications are limited to individual or family 
owned or controlled homes. 
 

b. Effective with claims submitted to eMedNY on or after October 1, 2023 the maximum 
expenditure for Environmental Modifications for the benefit of an individual Medicaid beneficiary 
may not exceed $60,000 in any consecutive five year period. Assistive Technology-Adaptive 
Devices. 

NYS is the provider of record for Assistive Technology for billing purposes.  The service/device is 
selected through a standard bid process, following the rules established by the Office of the 
State Comptroller. Assistive Technology is only billed to Medicaid once the work is verified as 
completed or the device is delivered. The amount billed is equal to the contract or vendor value. 

For Assistive Technology Services that qualify as Home Enabling Supports – Pay Charges, an 
OPWDD provider will be the provider of record for billing Medicaid. These claims are subject to 
oversight as described in Appendix I.  
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Effective with claims submitted to eMedNY on or after October 1, 2023 the maximum 
expenditure for adaptive technology services for the benefit of an individual Medicaid 
beneficiary may not exceed $25,000 in any consecutive two years period.  
 

c. Vehicle Modifications 

NYS, or a not-for-profit provider, is the provider of record for Vehicle Modifications for billing 
purposes.  The work is done by a contractor who is selected through a standard bid process, 
following the rules established by the Office of the State Comptroller. The Vehicle Modification is 
only billed to Medicaid once the contract work is verified as complete. The amount billed is equal 
to the contract value.   

The maximum expenditure for Vehicle Modifications will be limited to a maximum expenditure of 
$35,000, $65,000 for complex modifications, once in a five (5) year period. Contracts for vehicle 
modifications are limited to the primary vehicle of the recipient.  
 

VII. Services paid via Fiscal Intermediary 
a. Community Transition Services 

This service is a one-time reimbursement. The one-time payment will be no more than $5,000 
per person. This service may not be used to pay for furnishing living arrangements that are 
owned or leased by a waiver provider where the provision of these items and services are 
inherent to the service they are already providing. 

 
VIII. Adjustments  

 
a. Increases to Compensation, these increases will be displayed as a separate line and calculated as stated 

below.  
 

i. Applicability.  On or after January 1, 2015, rates of reimbursement for providers that operate eligible 
programs as defined in this section will be revised to incorporate funding for compensation increases 
to their direct support professional employees.  Such rate increases will be effective January 1, 2015.  
The compensation increase funding will be included in the provider's rate issued for January 1, 2015 
and in a subsequent rate with the inclusion of funding in the amount necessary to achieve the same 
funding impact as if the rate had been issued on January 1, 2015.  The compensation increase funding 
will be inclusive of associated fringe benefits.  The inclusion of this provision will be included until the 
use of the January 1, 2015 through December 31, 2015 CFR (Upstate) and the July 1, 2014 through 
June 30, 2015 CFR (Downstate) as a base at which time the adjustment will be included in the CFR 
and no longer necessary. The July 1, 2014 through June 30, 2015 Downstate CFR data will be 
adjusted to annualize the six-month increase. 
 

ii. Definitions.  As used in this section, the following terms shall have the following meanings: 
(a) Direct support professionals are those defined as Direct Care and Support per Consolidated 

Fiscal Report (CFR) Appendix R and reported on the CFR under the Position Title code 
identifiers of 100 or 200.  Contracted staff salary information will not be utilized. 
 

(b) Clinical staff are those defined as Clinical per CFR Appendix R and reported on the CFR under 
the Position Title code identifier of 300.  Contracted staff salary information will not be utilized. 

 
(c) Eligible rate-based programs shall mean supervised community residences (including 

supervised IRAs), supportive community residences (including supportive IRAs), or group day 
habilitation programs. 
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January 1, 2015 Increase.  Rates for eligible rate-based programs will be revised to incorporate 
funding for compensation increases to direct support professional employees.  Such rate increases will 
be effective January 1, 2015.  The compensation increase funding will be included in the provider’s 
rate issued for January 1, 2015, and in a subsequent rate with the inclusion of funding in the amount 
necessary to achieve the same funding impact as if the rate had been issued on January 1, 2015.  The 
compensation increase funding will be inclusive of associated fringe benefits. 
 

(a) April 1, 2015 Increase.  In addition to the compensation funding effective January 1, 2015, 
providers that operate supervised IRAs, including supervised community residences, supportive 
IRAs, including supportive community residences, and group day habilitation will receive a 
compensation increase targeted to direct support professional and clinical employees to be 
effective April 1, 2015.  The compensation increase funding will be inclusive of associated 
fringe benefits.  The April 1, 2015 direct support professional’s compensation funding will be 
the same, on an annualized basis, as that which was calculated for the January 1, 2015 
compensation increase and will be an augmentation to the January 1, 2015 increase. 
 

(b) Calculations. The basis for the calculation of provider and regional direct care, support and 
clinical salary averages and associated fringe benefit percentages will be the data in providers’ 
CFRs for July 1, 2010 through June 30, 2011 for providers reporting on a fiscal year basis or 
January 1, 2011 through December 31, 2011 for providers reporting on a calendar year basis.   
 
1. The January 1, 2015 and April 1, 2015 Direct Support Professionals compensation increase 

funding formula will be as follows: 
 

A) The annual impact of a two percent increase to 2010-11 or 2011 salaried direct 
care dollars, salaried support dollars and associated fringe benefits will be 
calculated. 
 

B) The annual impact of the two percent increase for salaried direct care dollars, 
salaried support dollars and associated fringe will be added to the appropriate 
operating components in the rate methodology.  This will result in a recalculation of 
provider and regional average direct care wages, provider and regional average 
employee-related components, provider and regional average program support 
components, and provider and regional average direct care hourly rates. 

 
C) The provider direct care hourly rate – adjusted for wage equalization factor will be 

recalculated to utilize the provider average direct care hourly rate and regional 
average direct care hourly rate, as calculated in subparagraph 2) of this paragraph.  
An identification will be made of the dollar difference between the provider direct 
care hourly rate – adjusted for wage equalization factor, which is in the rate in 
effect on December 31, 2014, and the provider direct care hourly rate – adjusted for 
wage equalization factor, as calculated in subparagraph 3) of this paragraph. 

 
D) The rate difference identified in subparagraph 4) of this paragraph will be 

multiplied by the calculated direct care hours in the rate in effect on December 31, 
2014 to calculate the additional funding generated by the direct care compensation 
adjustment. 

 
E) The rate add-on for the compensation increase shall be determined by dividing the 

additional funding, as calculated in subparagraph 5) of this paragraph by the rate 
sheet units in effect on January 1, 2015. 

 
2. The April 1, 2015 Clinical compensation increase funding formula will be as follows: 
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A) The annual impact of a two percent increase to 2010-11 or 2011 salaried clinical 

dollars and associated fringe benefits will be calculated. 
 

B) The annual impact of the two percent increase for salaried clinical dollars and 
associated fringe will be added to the appropriate operating components in the rate 
methodology.  This will result in a recalculation of provider and regional average 
employee-related components, provider and regional average clinical hourly wages. 

 
C) The provider clinical hourly wage – adjusted for wage equalization factor will be 

recalculated to utilize the provider average clinical hourly wage and regional average 
clinical hourly wage, as calculated in subparagraph 2) of this paragraph.  

 
D) An identification will be made of the dollar difference between the provider clinical 

hourly wage – adjusted for wage equalization factor, which is in the rate in effect on 
December 31, 2014, and the provider clinical hourly wage – adjusted for wage 
equalization factor, as calculated in subparagraph 3) of this paragraph. 

 
E) The rate difference identified in subparagraph 4) of this paragraph will be 

multiplied by the provider salaried clinical hours in the rate in effect on December 
31, 2014 to calculate the additional funding generated by the clinical compensation 
adjustment. 

 
F) The rate add-on for the compensation increase shall be determined by dividing the 

additional funding, as calculated in subparagraph 5) of this paragraph by the rate 
sheet units in effect on January 1, 2015. 
 

iv. When costs for this adjustment appear in the CFR and are included in the rebase of the 
methodology, the add-on will sunset. 

 
b. Other adjustments to reimbursement.  Adjustments will be displayed as a separate line and calculated as 

stated below. 
 

i. Applicability. Rates of reimbursement for providers that operate eligible programs as defined 
in this section will be revised for services and included in the provider’s rate for the period as 
specified.  Funding will continue to be included in subsequent rate periods in the amount 
necessary to achieve the same funding impact.  The inclusion of this provision will be 
included until the use of the CFR for January 1, 2017  through December 31, 2017 ,  
(Upstate) and July 1, 2016 through June 30, 2017, (Downstate) as a base, at which time the 
adjustment will be included in the CFR and no longer necessary.   

 
ii. January 1, 2016  Increase.  Rates for supervised community residences (including 

supervised IRAs) that submitted billing outside of the rate for clinic nutrition and psychology 
services during the period of July 1, 2014 through March 31, 2015 will be revised to 
incorporate the funding for these services.  In addition, rates for supportive community 
residences (including supportive IRAs) that submitted billing outside of the rate for personal 
care, home health aide and Supplemental Group Day Habilitation services during the period 
of June 1, 2014 through May 31, 2015 will be revised to incorporate funding for these 
services.  The amount of the funding to be added will be equal to the annualized dollars for 
the billing periods identified above.  The effective date of the adjustments is October 1, 
2015, although the funding will be added to the rate as of January 1, 2016. 

 



Draft Waiver Amendment 10-01-2023                                                                                                          Page 362 of 370 
 

 

iii. July 1, 2016 Decrease.  Rates for supervised community residences (including supervised 
IRAs) and group day habilitation programs with clinical hours of direct, hands-on physical 
therapy, occupational therapy, speech/language pathology, social work and psychology 
services provided during the period of January 1, 2013 through December 31, 2013 
(Upstate) and July 1, 2012 through June 30, 2013 (Downstate) will be revised to remove the 
funding for these services.  The amount of funding to be removed for each provider from 
each program will be equal to the sum of the direct, hands-on clinical hours identified by the 
provider multiplied by the Provider Clinical Hourly Wage – Adjusted for Wage Equalization 
for the program.  The amount of funding to be removed will be documented and attested to 
by the provider. 
 

iv. Cost of Living Adjustment (COLA). Beginning April 1, 2016, rates of reimbursement for 
supervised community residences (including supervised IRAs), supportive community 
residences (including supportive IRAs), group day habilitation programs, prevocational 
services (site-based), and respite (hourly and free-standing), and fees for prevocational 
services (community-based), residential habilitation (family care), supported employment, 
community habilitation, special populations funding, intensive behavioral services, support 
brokerage, fiscal intermediary, and pathway to employment will be revised to reflect cost-of-
living adjustments (COLAs), compensation increases, or any other adjustments authorized 
pursuant to New York State law.  

 
v. Minimum Wage.  Beginning January 1, 2017 , rates of reimbursement for providers that 

operate supervised community residences (including supervised IRAs), supportive 
community residences (including IRAs), group day habilitation programs, prevocational 
services (site-based), and respite (hourly and free-standing) will be adjusted to address cost 
increases resulting from the implementation of Chapter 54 of the Laws of 2016 for New York 
State, amending section 652 of Labor Law.  The minimum wage adjustment will be 
developed and implemented as follows: 

 
(a) The minimum wage adjustment for 2017 and 2018 will be developed based on 

provider-attested survey data, or the cost report data, if the survey was not submitted 
by the provider.  In subsequent years, the minimum wage adjustment will be based on 
the 2018 survey data, or cost report data, if the survey was not submitted by the 
provider .  Once the costs are included in a CFR utilized in a base year, such 
reimbursement will be excluded from the rate calculation. 

 
(b) The minimum wage adjustment will be incorporated into rates by adding the calculated 

amounts to the reimbursement.  The midpoint of the wage bands, as reported in the 
provider surveys, will be compared to the minimum wage requirements specified in 
statute.  The minimum wage adjustment amounts will be calculated by multiplying the 
difference between the midpoint of the applicable wage bands and the specified wage 
level, by the total number of hours reported within the wage bands.  The minimum 
wage adjustment amounts will be totaled for each provider and the provider-specific 
mandated fringe percentage amount, as calculated from the cost report data, will be 
added. 

 
c. Increases to Compensation - These increases will be displayed as a separate line and calculated as stated 

below.  
 

i. Applicability.  On or after January 1, 2018, rates of reimbursement for providers that operate 
eligible programs as defined in this section will be revised to incorporate funding for 
compensation increases to their direct support professional employees.  Such rate increases 
will be effective January 1, 2018.  The compensation increase funding will be included in the 
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provider's rate issued for January 1, 2018 and in a subsequent rate with the inclusion of 
funding in the amount necessary to achieve the same funding impact as if the rate had been 
issued on January 1, 2018.  The compensation increase funding will be inclusive of 
associated fringe benefits.   
 

ii. Definitions.  As described in subparagraph VII.a.ii of this section.  
 

iii. January 1, 2018 Increase.  Rates for eligible rate based programs will be revised to 
incorporate funding for compensation increases to direct support professional employees.  
Such rate increases will be effective January 1, 2018.  The compensation increase funding 
will be included in the provider’s rate issued for January 1, 2018, and in a subsequent rate 
with the inclusion of funding in the amount necessary to achieve the same funding impact as 
if the rate had been issued on January 1, 2018.  The compensation increase funding will be 
inclusive of associated fringe benefits.  The inclusion of this provision will be included until 
the use of the January 1, 2018 through December 31, 2018 CFR (Upstate) and the July 1, 
2017 through June 30, 2018 CFR (Downstate) as a base at which time the adjustment will 
be included in the CFR and no longer necessary. The July 1, 2017 through June 30, 2018 
Downstate CFR data will be adjusted to annualize the six-month increase. 

 
(a) April 1, 2018 Increase.  In addition to the compensation funding effective January 1, 

2018, providers that operate supervised IRAs, including supervised community 
residences, supportive IRAs, including supportive community residences, and group 
day habilitation will receive a compensation increase targeted to direct support 
professional and clinical employees to be effective April 1, 2018.  The compensation 
increase funding will be inclusive of associated fringe benefits.  The April 1, 2018 direct 
support professionals’ compensation funding will be the same, on an annualized basis, 
as that which was calculated for the January 1, 2018 compensation increase and will 
be an augmentation to the January 1, 2018 increase. 

 
(b) Calculations. The basis for the calculation of provider and regional direct care, support 

and clinical salary averages and associated fringe benefit percentages will be the data 
in providers’ CFRs for July 1, 2014 through June 30, 2015 for providers reporting on a 
fiscal year basis or January 1, 2015 through December 31, 2015 for providers reporting 
on a calendar year basis.   

 
1. The January 1, 2018 and April 1, 2018 Direct Support Professionals compensation increase 

funding formula will be as follows: 
 

A) The annual impact of a three and a quarter percent increase to 2014-15 or 
2015 salaried direct care dollars, salaried support dollars and associated fringe 
benefits will be calculated. 
 

B) The annual impact of the three and a quarter percent increase for salaried 
direct care dollars, salaried support dollars and associated fringe will be added 
to the appropriate operating components in the rate methodology.  This will 
result in a recalculation of provider and regional average direct care wages, 
provider and regional average employee-related components, provider and 
regional average program support components, and provider and regional 
average direct care hourly rates. 

 
C) The provider direct care hourly rate – adjusted for wage equalization factor 

will be recalculated to utilize the provider average direct care hourly rate and 
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regional average direct care hourly rate, as calculated in subparagraph 2) of 
this paragraph.  

 
D) An identification will be made of the dollar difference between the provider 

direct care hourly rate – adjusted for wage equalization factor, which is in the 
rate in effect on December 31, 2017, and the provider direct care hourly rate – 
adjusted for wage equalization factor, as calculated in subparagraph 3) of this 
paragraph. 

 
E) The rate difference identified in subparagraph 4) of this paragraph will be 

multiplied by the calculated direct care hours in the rate in effect on December 
31, 2017 to calculate the additional funding generated by the direct care 
compensation adjustment. 

 
F) The rate add-on for the compensation increase shall be determined by dividing 

the additional funding, as calculated in subparagraph 5) of this paragraph by 
the rate sheet units in effect on January 1, 2018. 
 

2. The April 1, 2018 Clinical compensation increase funding formula will be as follows: 
 

A) The annual impact of a three and a quarter percent increase to 2014-15 or 
2015 salaried clinical dollars and associated fringe benefits will be calculated. 
 

B) The annual impact of the three and a quarter percent increase for salaried 
clinical dollars and associated fringe will be added to the appropriate operating 
components in the rate methodology.  This will result in a recalculation of 
provider and regional average employee-related components, provider and 
regional average clinical hourly wages. 

 
C) The provider clinical hourly wage – adjusted for wage equalization factor will 

be recalculated to utilize the provider average clinical hourly wage and regional 
average clinical hourly wage, as calculated in subparagraph 2) of this 
paragraph.  

 
D) An identification will be made of the dollar difference between the provider 

clinical hourly wage – adjusted for wage equalization factor, which is in the 
rate in effect on December 31, 2017, and the provider clinical hourly wage – 
adjusted for wage equalization factor, as calculated in subparagraph 3) of this 
paragraph. 

 
E) The rate difference identified in subparagraph 4) of this paragraph will be 

multiplied by the provider salaried clinical hours in the rate in effect on 
December 31, 2017 to calculate the additional funding generated by the 
clinical compensation adjustment. 

 
F) The rate add-on for the compensation increase shall be determined by dividing 

the additional funding, as calculated in subparagraph 5) of this paragraph by 
the rate sheet units in effect on January 1, 2018. 

 
iv. When the costs for this adjustment appear in the CFR and are included in the rebase of the 

methodology, the add-on will sunset. 
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d. Increases to Compensation - These increases will be displayed as a separate line and calculated as stated 
below.  
 

v. Applicability.  On or after January 1, 2020, rates of reimbursement for providers that operate 
eligible programs as defined in this section will be revised to incorporate funding for 
compensation increases to their direct support professional employees.  Such rate increases 
will be effective January 1, 2020.  The compensation increase funding will be included in the 
provider's rate issued for January 1, 2020 and in a subsequent rate with the inclusion of 
funding in the amount necessary to achieve the same funding impact as if the rate had been 
issued on January 1, 2020.  The compensation increase funding will be inclusive of 
associated fringe benefits.   
 

vi. Definitions.  As described in subparagraph VII.a.ii of this section.  
 

vii. January 1, 2020 Increase.  Rates for eligible rate-based programs will be revised to 
incorporate funding for compensation increases to direct support professional employees.  
Such rate increases will be effective January 1, 2020.  The compensation increase funding 
will be included in the provider’s rate issued for January 1, 2020, and in a subsequent rate 
with the inclusion of funding in the amount necessary to achieve the same funding impact as 
if the rate had been issued on January 1, 2020.  The compensation increase funding will be 
inclusive of associated fringe benefits.  The inclusion of this provision will be included until 
the use of the January 1, 2020 through December 31, 2020 CFR (Upstate) and the July 1, 
2020 through June 30, 2021 CFR (Downstate) as a base at which time the adjustment will 
be included in the CFR and no longer necessary. The July 1, 2020 through June 30, 2021 
Downstate CFR data will be adjusted to annualize the six-month increase. 

 
(c) April 1, 2020 Increase.  In addition to the compensation funding effective January 1, 

2020, providers that operate supervised IRAs, including supervised community 
residences, supportive IRAs, including supportive community residences, and group 
day habilitation will receive a compensation increase targeted to direct support 
professional and clinical employees to be effective April 1, 2020.  The compensation 
increase funding will be inclusive of associated fringe benefits.  The April 1, 2020 direct 
support professionals’ compensation funding will be the same, on an annualized basis, 
as that which was calculated for the January 1, 2020 compensation increase and will 
be an augmentation to the January 1, 2020 increase. 

 
(d) Calculations. The basis for the calculation of provider and regional direct care, support 

and clinical salary averages and associated fringe benefit percentages will be the data 
in providers’ CFRs for July 1, 2017 through June 30, 2018 for providers reporting on a 
fiscal year basis or January 1, 2017 through December 31, 2017 for providers reporting 
on a calendar year basis.   

 
1. The January 1, 2020 and April 1, 2020 Direct Support Professionals compensation increase 

funding formula will be as follows: 
 

G) The annual impact of a two percent increase to 2017-18 or 2017 salaried 
direct care dollars, salaried support dollars and associated fringe benefits will 
be calculated. 
 

H) The annual impact of the two percent increase for salaried direct care dollars, 
salaried support dollars and associated fringe will be added to the appropriate 
operating components in the rate methodology.  This will result in a 
recalculation of provider and regional average direct care wages, provider and 
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regional average employee-related components, provider and regional average 
program support components, and provider and regional average direct care 
hourly rates. 

 
I) The provider direct care hourly rate – adjusted for wage equalization factor 

will be recalculated to utilize the provider average direct care hourly rate and 
regional average direct care hourly rate, as calculated in subparagraph 2) of 
this paragraph.  

 
J) An identification will be made of the dollar difference between the provider 

direct care hourly rate – adjusted for wage equalization factor, which is in the 
rate in effect on December 31, 2019, and the provider direct care hourly rate – 
adjusted for wage equalization factor, as calculated in subparagraph 3) of this 
paragraph. 

 
K) The rate difference identified in subparagraph 4) of this paragraph will be 

multiplied by the calculated direct care hours in the rate in effect on December 
31, 2019 to calculate the additional funding generated by the direct care 
compensation adjustment. 

 
L) The rate add-on for the compensation increase shall be determined by dividing 

the additional funding, as calculated in subparagraph 5) of this paragraph by 
the rate sheet units in effect on January 1, 2020. 
 

3. The April 1, 2020 Clinical compensation increase funding formula will be as follows: 
 

A) The annual impact of a two percent increase to 2017-18 or 2017 salaried 
clinical dollars and associated fringe benefits will be calculated. 
 

B) The annual impact of the two percent increase for salaried clinical dollars and 
associated fringe will be added to the appropriate operating components in the 
rate methodology.  This will result in a recalculation of provider and regional 
average employee-related components, provider and regional average clinical 
hourly wages. 

 
C) The provider clinical hourly wage – adjusted for wage equalization factor will 

be recalculated to utilize the provider average clinical hourly wage and regional 
average clinical hourly wage, as calculated in subparagraph 2) of this 
paragraph.  

 
D) An identification will be made of the dollar difference between the provider 

clinical hourly wage – adjusted for wage equalization factor, which is in the 
rate in effect on December 31, 2019, and the provider clinical hourly wage – 
adjusted for wage equalization factor, as calculated in subparagraph 3) of this 
paragraph. 

 
E) The rate difference identified in subparagraph 4) of this paragraph will be 

multiplied by the provider salaried clinical hours in the rate in effect on 
December 31, 2019 to calculate the additional funding generated by the 
clinical compensation adjustment. 
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F) The rate add-on for the compensation increase shall be determined by dividing 
the additional funding, as calculated in subparagraph 5) of this paragraph by 
the rate sheet units in effect on January 1, 2020. 

 
viii. When the costs for this adjustment appear in the CFR and are included in the rebase of the 

methodology, the add-on will sunset. 
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Addendum A.2 Audit Organization’s Report 
 
 

 
 
In our opinion, except as noted in our findings below, OPWDD’s reported CFR data is complete and in compliance with required 
criteria  in all material respects. 
 
Findings 
1. 
2. 
3. 
 
Recommendations 
1. 
2. 
3. 
 
 
[Signature] [Date] 
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Addendum A.5 to NYS Waiver 0238.R04.07 (OPWDD/Comprehensive Waiver)- August, 2015 
 

CMS Counterproposal Regarding Clinical Therapies (OT, PT, S/L) Being Included in Residential and  
Day Habilitation Rates - CMS 64 Claiming/Re-Claiming to Eliminate any Potential Duplicate Payments 

 
 

Effective July 1, 2014 
1. Beginning with service dates of July 1, 2014, NYS shall credit to CMS, via the CMS 64, the value of  

off-site clinic services delivered in Supervised Residential Habilitation and Day Habilitation Sites, or 
any other waiver rate that might include a service in the state plan. This will be accomplished as 
follows: 

 
a. The full value of the federal share of all retroactive off-site claims will be credited on a quarterly basis. 

The voluntary adjustment for the retroactive period will be made on the Quarterly Expenditure Report  
for July – September 2015. 

 
b. Prospectively, at the close of each quarter, NYS will calculate the value of off -site services and will 

continue to refund the federal share value of off-site services until the date when all off -site claims will 
cease. 

 
2. NYS will evaluate Supervised Residential Habilitation and Day Habilitation services to establish 

where ‘hands-on’ therapies are provided. 
 

3. NYS will reclaim the federal share for the value of any off-site services that meet the following 
criteria: 

 
a. Any off-site services that are determined to be delivered at a day habilitation program, or any other 

service location that does not include funding in its rate for hands-on therapies. 
 

4. Following the above “reclaiming process,” NYS shall limit the residual value of the repayment of  
the federal share to the federal share value of off-site services that are delivered at a day 
habilitation program site that are deemed to include funding for direct, hands-on therapies. 

 
5. This process shall continue each quarter until claims run out is complete for off-site services. *All 

reclaiming is subject to the two-year timely-filing requirements. 
 
Effective January 1, 2016 

 
 

1. The state will submit new, draft State Plan language by 9/30/15 (SPA10-18) to implement changes to 
the Other Licensed Providers and rehabilitation portions of the State Plan, in order to allow certain 
off-site Article 16 clinic services and certain therapies provided within HCBS waiver programs to 
transition to the new State Plan Option effective with service dates of 1/1/16. The SPA will 
authorize special rates for the provision of the following services when accessed by individuals 
with IDD and when provided by clinicians experienced in delivering services to the IDD population: 

 
a. Occupational Therapy 
b. Physical Therapy 
c. Speech and Language Pathology 
d. Psychology 

 
2. Also effective with 1/1/16 service dates, funding within Supervised Residential and Day Service 

rates that are attributable to ‘direct – hands on’ therapy costs will be removed from waiver rates  
effective 1/1/16 when the state is able to implement the new State Plan option.  Further changes in 
the Renewal will be necessary to describe the removal of the clinical funding effective 1/1/16. 
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The removal of the services have been included in the .07 waiver document effective 07/01/2014;  CMS has 
agreed to acknowledge that the actual payment amount in the State’s MMIS system will  exclude the 
associated payment amount effective 1/1/16. During the transition period of 7/1/2014 through 12/31/15, the 
State will make correcting adjustments when claiming for this time period on the quarterly CMS – 64s. 
These correcting adjustments will report the value of direct clinic therapy expenses on the appropriate line 
of the CMS-64, not as an HCBS waiver expense. 
 
 


